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TuaT the presenting picture in renal disease 
may differ at various ages and may change from 
time to time according to the influence of a num- 
ber of factors is quite generally recognized. In 
adults, nephritis is usually dependent upon re- 
peated and often varying kinds of injury 
affecting the renal structures with frequently the 
important additional factor of a more or less 
worn or imperfectly functioning cardio-vascular 
system. Consequently much difficulty is ex- 
perienced in differentiating between the pri- 
mary and the secondary causative factors and in 
correlating the clinical and laboratory findings 
with the terminal anatomical lesions. In chil- 
dren, as we nearly always have to deal with an 
acute condition involving an organ system 
which has not suffered an antecedent damage, 
the primary causative factor is determined more 
readily and therefore the resulting disturbances 
may be referred more directly to the functional 
or structural changes in the kidneys.t 

While the forms of renal disease met with 
in children may be said to be the same, clini- 
cally and pathologically, as those found in adults, 
they differ materially in their frequency of 
occurrence. Thus the chronic forms predomin- 
ate in adult clinics, whereas in pediatric clin- 
ics the acute forms of nephritis are seen much 
more often. In a series of forty-four (44) 
cases observed by us, the acute glomerular form 
occurred in twenty-four (24), the acute tubu- 
lar form in eleven (11), while chronic nephritis 
oceurred in five (5) patients. 

In the majority of vases of acute nephritis 
in children it is usually poss:ble to determine, 
with a certain degree of accuracy, whether the 
underlying structural changes are those of acute 
elomerular, or whether they are those of acute 
iubular nephritis, by corvelating the history and 

*Read at the annual meeting of the Massachusetts Medical 
Society, June 9, 1925. 

+We shall not discuss at this time the question as to whether 
nephritis should be regarded as a general systemic disease 
with the injury to the glomeruli and the tubules merely an inci- 


dent in the course of*the disease, or whether the general symp- 
toms are secondary to the structural changes in the kidneys. 


chief distinguishing clinical symptoms with the 
laboratory findings.* For instance, in acute 
tubular nephritis are found large amounts of 
albumcn in the urine and a large reduction of 
plasma protein but with practically no reten- 
tion of nitrogenous end products, whereas, in 
acute glomerular nephritis red blood cells are 
the «-uspicuous finding in the urine; plasma 
protein is normal, urea and non-protein nitrogen 
tend to rise in the plasma. Generalized edema 
without rise in blood pressure is the outstanding 
feature in acute tubular nephritis. The devel- 
opment of the group of symptoms usually de- 
scribed as uremia is a characteristic event in 
acute glomerular nephritis. Uremia rarely oc- 
curs in acute tubular nephzitis. The distinguish- 
ing features in these two forms of nephritist 
are shown in Chart 1. 

The symptom complex called uremia appears 
under various circumstances; in the so-called 
toxemia of pregnancy, and in the various forms 
of nephritis complicated or not by arterio- 
sclerosis. An increasing amount of. evidence 
has been accumulated which points to the fact 
that the etiology of uremia varies in different 
cases, and for this reason it is possible that the 
conception of the pathogenesis would be less com- 
plex if uremia were divided into different groups 
according to the clinical manifestations and 
their associated underlying cause. A number of 
writers have endeavored to do this and from 
the various classifications which have been pro- 
posed, the cases can be fairly definitely ar- 
ranged into two main groups. In one group, 
are included cases in which there are evidences 
of renal insufficiency, and in tke other group 
are placed cases of cardio-vascular disease not 
necessarily associated with evidences of renal in- 
sufficiency. The first group has been further 


*There are a small number of cases of nephritis which pre- 
sent a combination of the symptoms of the above-mentioned 
types of acute nephritis. We have seen three such cases in our 
series. It ig reasonable to suppose that the kidneys in such 
cases would show diffuse anatomical lesions picturing both 
types. 


+Patients suffering from scarlet fever, diphtheria and mineral 
poisoning have not been included in this series. 
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divided into sub-groups according to the pre- 
dominating clinical manifestations, 1. e. acute 
eclamptic uremia, still uremia and mized forms, 
but as regards: the cause of these forms there 
is much difference of opinion. Thus acute 
eclamptic uremia is referred to as Chloruramie 
(Widal), as Renale Uramie (Ascoli), as Pseudo 
Uriimie (Volhard) and still uremia as Azatomis- 
che Uriimie (Widal) as retention Uramie (As- 
coli) as Echte Uriimie.(Volhard). Ascoli as- 
sumed that a toxic substance formed in the 
kidneys was responsible for the symptoms in 
acute eclamptic uremia. Widal marks them as 


form of nephritis, with intravenous injections of 
a one per cent solution of magnesium sulphate} 
and by the administration of large doses of 
magnesium sulphate by mouth. The cerebra! 
symptoms which the patients presented were 
vomiting, headache, visual disturtances, coma or 
delirium, and convulsions. In addition to these 
manifestations, arterial hypertension and visible, 
although not necessarily marked edema were 
associated symptoms which stood out promi- 
nently in all cases. Fatal termination was 


preceded by pulmonary edema and followed by 
respiratory failure. 


Acute Acute 

Glomerular Tubular 

Nephritis Nephritis 
History of Acute Disease — Common | Unusual 
Urine Blood Albumin 
Edema | Slight Marked 
Serum Protein Normal Low 
Ne Pe Ne Increased Normal 
Arterial Tension Increased Normal 
Uremia (acute) Frequent Rare 
Recurrence | Rare Common 7 
Fatal Termination Urenia Secondary Infection 


CHART I. Distinguishing features between acute glomerular nephritis and acute tubular nephritis, 


due to chloride retention, whereas, other writ- 
ers, among them Volhard, think that the condi- 
tion is explained, in part at least, by cerebral 
edema. Our experience leads us to believe that 
it is essential to make a distinction between dif- 
ferent forms of uremia as the form (acute 
eclamptiec uremia) occurring, particularly in 
children, with acute glomerular nephritis con- 
stitutes a well defined group with a demonstrable 
fundamental cause. 

The chief purpose of this paper is to discuss 
the uremic symptoms in acute glomerular neph- 
ritis in children. We wish to offer an explana- 
tion for their cause and to indicate a means 
of removing them. 

This study is based on observations made from 
eleven patients suffering with uremia during the 
course of acute glomerular nephritis.* The pa- 
tients were treated during the uremia, or as we 
_prefer to say, the cerebral symptoms of this 


*Five of these patients formed the basis of a previous report. 
(Blackfan, K. D., and Mills, C. A.) 


Two ease histories (typical of the eleven cases 
reported in this series) are cited to illustrate 
the course of the disease and the effect of the 
treatment used. 


Case 1. (Chart II) Ten days before admis- 
sion, the patient (A. Z., 914 years) became ill 
with tonsillitis. Two days before being brought 
to the hospital he began to vomit and it was 
noticed that his face was swollen. The vomit- 
ing continued and on the following day he com- 
plained of headache and difficulty in seeing. 
While being examined in the admitting room he 
had a generalized convulsion. The examination 
was negative except for a moderate degree of 
edema, noticed especially about the eyes, and a 
distinct edema of the optic nerves. The urine 
was ‘‘smoky’’ and contained albumin, a few 
granular casts and many red and white cells. 


The non protein nitrogen was 44.8 mg. per 100 


tA two per cent (2%) solution of the crystallized salt 
(MgSO4 + 7H20) makes a solution of about one per cent (1%) 
MgSO4 
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Pressure cone 


FIG. I. 


Note medullary cone phase, compregsion-—ef—mreaullary structures, flattened convolutions and indistinct 
(Drawn by Myra Warner.) 


sulci. 
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ee of blood, the leucocytes were 30,000 per cu] injection of magnesium sulphate the blood pres- 
mm (84% polymorphonuclears). The blood|sure had returned to 170 mm systolic. How- 
pressure Was 172 mm, systolic and 150 mm,|/ever, as he was comfortable and quiet, large 
diastolic. Course and treatment in the Hos-| doses of the salt were given by mouth during 
pitul: A one per cent (1%) solution of M, SO,|the night and the following forenoon. By early 


/ 


“Pik Madadm 


| 
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‘(Case 1.) Note the fall in blood pressure following the. intravenous injection of MgsO4: — 1%). 
recurrence» at ky 12 hours and the sustained low point with repeated inject 

was given Shortly after admission because of the 
arterial hypertension and convulsion. Following 
the intravenous injection of 150 ce the blood 
pressure fell from 170 mm (systolic to 120 mm 


afternoon he again became convulsive ‘aaa de- 
lirious, so a second injection was given. During 
the injection he became conscious, the convul- 
sions ceased, the breathing became quiet and 


(systolic) and there was a’ striking relief of | nyantite disappeared. The systolic blood pres- 


gure fell from 190 mm to 130 mm after 200 cc 


cerebral manifestations: Six ‘hours after the 
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had been injected. Following a period of 27 
hours, in which only 30 ec of urine were passed, 
he began to void freely and to have copious wat- 
ery stools. Ten hours after the second injection 
the blood pressure again mounted to 172 mm 
systolic. As he was convulsive and irrational, 
a third injection was given. The blood pres- 
sure fell from 160 mm to 120 mm after 200 ee 
were injected and the convulsions ceased. 


pital with acute glomerular nephritis ten days 
after an attack of acute tonsillitis. The physi- 
cal examination was negative except for a mod- 
erate degree of generalized edema. The- urine 
was ‘‘smoky’’ in color, there were albumin and 
many red and white cells and granular casts. 
The non protein nitrogen was 30 mgs. per 100 
ce of blood. The W. B. C. were 20,000 per cu 
mm (72% polymorphonuclear). The urinary 


Vimiting | 
H 


100, 


| 27 


Days 


CHART III. (Case 2.) Indicating the association of symptoms with increasing blood pressure and increasing weight; 
prompt fall in blood pressure following intravenous injection of MgSO4 solution (1%) and low blood pressure with loss in weight. 


Thereafter the systolic blood pressure fluctuated 
around 135 mm for three days, after which it 
returned to normal and the patient was im- 
proved in dll respects. The hematuria contin- 
ued uninfluenced by therapy, and disappeared 
finally after 19 days. The patient weighed 4314 
pounds on admission; he weighed 40 ‘pounds 
with the blood pressure lowered (130 mm sys- 
tolic) after the third injection. 

Case 2. (Chart III) The second patient 


(R. K., aged 6 years) was admitted to the hos- 


output in the first 24 hours was 780 ec and the 
fluid intake was 1200 ce. The phenol-phthalein 
test was 45% in 2 hours. Course and treatment: 
On admission the patient weighed 38 pounds 
and the systolic blood pressure was 120 mm. 
During the next few days there was a steady in- 
crease in weight and a gradual increase in blood 
pressure. The patient vomited frequently and 
seemed most uncomfortable from headache. 
When the blood pressure reached 160 mm, 
systolic the patient weighed 3914 pounds a gain 
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of 1% pounds in 6 days. He complained of dif- 
ficulty in seeing and suddenly became irrational 
and had a convulsion. 150 ec of magnesium 
sulphate were then injected intravenously and 
as the blood pressure fell, the cerebral symp- 
toms promptly subsided. A second injection 
was given after the blood pressure had risen to 
145 mm (systolic). Catharsis was induced by 
large doses of magnesium sulphate by mouth. 
Three days later, with the blood pressure re- 


maining at a low point (110 mm), it was found 


cerebral symptoms. The symptoms were not de- 
pendent upon the amounts of nonprotein nitro- 
gen in the blood. (Chart IV) Hematuria and 
oliguria were no more marked in patients with, 
than in patients without uremic symptoms. 

It seems reasonable to assume therefore, on 
the basis of these observations, that the cerebral 
manifestations were due either to cerebral edema 
or to circulatory disturbances resulting in an 
increase of the blood pressure. | 

That cerebral edema and increased intracran- 


NAME Ne P. Ne BLOOD PRESSURE RESULTS 
18 mgms Uric Acid ‘160 Died 
E.D. (1) 20 mgms Urea N TIO 
115 mems Uric Acid 150 pied 
A.F. (2) 110 mgms Urea N Too 
12 mgms Uric Acid 155 | Improved 
A.B. (3) 15 mgms Urea N TIO 
12.5 mgms Uric Acid 142 
B.B. (4) 16.5 mgms Urea N TIO 
8.9 mgms Uric Acid 160 . 
E.W. (5) 16.5 mgms Urea N “BO 
172 
A.Z. (6) 44.8 ngms N. Pe Ne 80 
150 Died 
E.G. (7) 60 “i 
160 | 
R.K. (8) 30 mms Improved 
| 180 
(9) 64 mgs ° 


nitrogenous end products. Note Cases 1, 2 an 


that he weighed 3614 pounds; a loss in weight 
of 3 pounds. 

These observations which have been made con- 
sistently in each of the eleven patients studied, 
show clearly the parallelism which exists in this 
form of uremia between: (1) The cerebral man- 
ifestations, (2) the blood pressure and (3) the 
edema. When the blood pressure rose, the 
patients vomited, became irritable and com- 
»lained of headache. At the same time edema 
was indicated either by an increase in the de- 
eree of visible edema or by a gain in weight. 
inereasing edema and continued rise in 
hiood pressure, visual disturbances, coma and 
convulsions followed almost invariably. De- 
-rease of edema and fall in blood pressure were 
always coincident with the disappearance of 


CHART IV. Showing that severity of pore and arterial 


hypertension bear no constant relationship to the amount of 


ial pressure are present in uremia with acute 
glomerular nephritis, has been mentioned by 
Noeggerath, Volhard, M. Fisher, and others. 
The citation of the following case in which a 
huge edematous brain was found incarcarated in 
the cranial vault at necropsy demonstrates this 
in a convincing manner. 
The patient (E. McG. aged 64% years) (Fig. 
1) was admitted to the hospital ten days after 
an acute rhino-pharyngitis. He was brought to 
the hospital because of vomiting, headache and 
disturbance in vision. The physical examina- 
tion was negative except for a slight puffiness of 
the face. The'urine was ‘‘smoky’’ and there 
were numerous red and white cells and granu- 
lar casts. The blood pressure was 136 mm (sys- 
tolic) and 90 mm (diastolic). Course and~ 


| 
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Treatment: Three hours after admission 150 
ec .of magnesium sulphate were given intraven- 
ously as there was increasing drowsiness and 
the blood pressure had risen to 150 mm systolic. 
This was followed by a fall in blood pressure to 
130 mm systolic, and apparent improvement in 
vision and relief from drowsiness. Five hours 
later the blood pressure had again risen to 162 
mm systolic. The patient was extremely rest- 
less and irritable and there was increasing 
dyspnea and cyanosis. Preparations were being 
made for a second injection of the solution 
when signs of pulmonary edema developed: 
shortly afterwards respiration ceased. Necropsy 
Findings: When the calvarium was removed, 
the dura mater was so tense that when it was 
opened the brain literally bulged through the 
small incision. The surface of the brain was 
pale and moist. The convolutions were so 
flattened that the sulci were hardly evident. 
When the brain was taken out it was found 
that the medulla was compressed and there was 
a circular impression involving the base, cor- 
responding to the foramen magnum (see Fig. 
1) ; in other words, there was the medullary cone 
phase so commonly seen when the medulla is 
forced into the foramen magnum as the result 
of rapid increase of brain volume as in brain tu- 
mor, hemorrhage, fracture, ete. The brain 
weighed 1500 gm. as compared to the normal 
weight of the brain at this age, of 1200 gm. The 
kidneys showed the anatomical lesions charac- 
teristic of acute glomerular nephritis. 

Further proof of the increase in intracranial 
pressure in this form of uremia may be demon- 
strated by obtaining, by lumbar puncture, an 
increased amount of cerebro-spinal fluid under 
greatly increased pressure. In our experience 
this may be present early in the course of ure- 
mia, but late in the course, or in the terminal 
stages, the cerebro-spinal fluid is not always in- 
creased in amount nor the tension raised. In one 
patient it was found that the cerebro-spinal pres- 
sure when first estimated by manometer was but 
225 mm and as judged by lumbar puncture, the 
cerebro-spinal fluid was not increased in amount. 
A few hours before death the cerebro-spinal 
pressure was 180 mm and only a few ee of ce- 
rebro-spinal fluid were obtained. The intra- 
cranial pressure, however, must have been raised 
to an exceedingly high point as the edematous 
brain (mentioned above) was compressed firmly 
into the foramen magnum. This variability in 
the degree of intracranial tension as evidenced 
by lumbar puncture, has been used to discredit 
the importance of the role played by intracranial 
tension in the production of uremic symptoms. 
This argument seems untenable, however, when 
the factors that determine the free interchange 
of cerebrospinal fluid between the cerebral and 
the spinal subarachnoid systems are recalled. 
The foramina between these systems could easily 
be compressed by an edematous brain so as to 
prevent even small amounts of cerebro-spinal 


fluid with little or no increase in tension being 
obtained by lumbar puncture. This explana- 
tion is well substantiated by the necropsy find- 
ings in the cases reported by Loeschke, Volhard 
and others. 3 . 

As regards arterial hypertension, Volhard and 
Fahr mention that rising blood pressure pre- 
cedes or is closely associated with the develop- 
ment of the cerebal symptoms. These writers 
conclude, however, that it is not known whether 
the symptoms together with the increased blood 
pressure result from circulatory disturbances in 
the brain, or whether the symptoms are second- 
ary to the arterial hypertension. Marriot be- 
lieves that hypertension in acute glomerular 
nephritis is due to general capillary constriction 
and that uremia is not due to renal insufficiency 
but to a toxin, possibly the same one which 
causes the capillarly damage. Foster and others 
have suggested that a toxic base extractable from 
the blood of uremic patients causes the symp- 
toms. Kylin, who has studied the capillaries, 
refers to the arterial hypertension in acute glom- 
rular nephritis as being due to a capillary hyper- 
tension. Boas, on the other hand, found no evi- 
dences of glomerular nephritis in four patients 
with high capillary pressures and in a number 
of cases of glomerular nephritis he found that 
the capillary pressure was normal. It has been 
shown by Cushing that when compression of the 
brain was produced in dogs, the arterial pres- 
sure rose as the intracranial pressure was in- 
creased and that fatal symptoms occurred when 
the intracranial pressure approximated or ex- 
ceeded the arterial tension. This experiment 
demonstrates clearly that increased arterial 
tension may be the result of increased intracran- 
ial pressure and that the rising blood pressure 
may be looked upon as a compensatory adjust- 
ment. In the patients reported in this series, 
increased arterial tension parallelled the degree 
of edema and the cerebral symptoms followed 
with regularity the increase in blood pressure. 
It was found also that as edema became less, 
the arterial tension fell and that it remained at 
a low level after the edema had disappeared. It 
is not to be denied that alterations in the capil- 
laries may well be the primary cause of the 
edema but after careful consideration of the 
clinical symptoms and the. pathological anatom- 
ical findings it is our opinion that the cerebral 
symptoms may readily be explained on the basis 
of cerebral edema and increased intracranial 
tension and that the arterial hypertension is, 
at least partly, the result of the edema of the 
brain. 

The treatment which has proven to be of 
therapeutic value in this form of uremia, gives 
additional proof pointing toward the fact that 
increased intracranial pressure is the primary 
cause of the uremic symptoms. In the begin- 
ning of this study an hypertonic solution of 
sodium chloride and sodium carbonate, as recom- 
mended by M. Fischer, was used in treating a 
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patient with uremia: This boy (A. B. 6% 
years) was brought to the hospital with acute 
glomerular nephritis which followed an acute 
tonsillitis. (Chart V) Before the intraven- 
ous injection the patient was having gen- 
eralized convulsions and the blood pressure 
was 155 mm systolic and 110 mm diastolic. As 
the solution was injected, the convulsions ceased 


venously had the same beneficial action as the 
hypertonic solution, i. e., the convulsions ceased, 
the blood pressure fell to 120 mm and the pa- 
tient lapsed into quiet sleep. Although he was 
much improved a second injection of magnesium 
sulphate was given the next day as the blood 
pressure was rising. The blood pressure re- 
mained normal after this injection and the pa- 


TA TIA 


\ 

\ 
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CHART V. Showing the lowered blood pressure following 
MgSO4, 
and the blood pressure fell to 130 systolic and 
90 mm diastolic. As long as the systolic blood 
presure remained about 130 mm, the general 
condition of the patient was much improved. 
Several days later, as the blood pressure began 
to rise, the patient vomited and complained of 
headache: convulsions occurred when the arte- 
rial pressure reached 160 mm systolic. It was 
found then that 200 ec of a one per cent (1%) 
solution of magnesium sulphate injected intra- 


(1) hypertonic solution, (2) one per cent (1%) solution of 


tient was discharged at the end of fifty-one days 
apparently well. 

This case is cited with a two-fold purpose: 
The first injection was an hypertonic solution 
of sodium chloride and scdium carbonate. As 
it has been shown by Weed, McKibben, and 
others that intravenous injection of hypertonic 
solutions reduces brain volume, the result of 
the hypertonic injection in this case is further 
evidence favoring the assumption that the cere- 
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bral symptoms were due to increased brain vol- 
ume and increased intracranial tension. The 
second injection was a one per cent solution 
of magnesium sulphate. Although this is an 
hypotonic solution (Hall and Harkins) the re- 
sult of this injection was, clincally, exactly the 


The following two case histories are given 
to show that with an increasing generalized 
edema and presumably also cerebral edema, the 
blood pressure rises steadily and that when 
treatment is directed against the edema alone 
a fall in blood pressure results. 


em 


a 


o- 


32 


CHART VI. This illustrates the parallelism between the rise in blood pressure and increasing edema (weight). Note the 
fall in blood pressure and the decrease in weight following the administration of magnesium sulphate by mouth. 


same as when the hypertonic solution was given. 
This hypotonic solution of magnesium sulphates 
which has been used in the treatment of the 
cases reported in this series is preferred by us 
to the intravenous use of hypertonic solutions. 
The mechanism of its action will be discussed 


The first patient (A. T., aged 8 years) was 
| suffering from subacute nephritis. As shown in 
the chart, (Chart VI) the systolic and diastolic 
blood pressure rose steadily as the edema in- 
creased. (The degree of edema was determined 
by frequent weighing.) As the blood pressure 


later. 


rose the patient vomited and complained of 
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severe headache. When the blood pressure 
reached 180 mm (systolic) and 120 mm (dias- 
tolic) and the patient had gained 16 pounds in 
weight, large doses of magnesium sulphate were 
civen by mouth. In the following two weeks 
edema disappeared and with it the blood pres- 
sure fell correspondinly. The patient lost 16 
pounds and the blood pressure fell from 180 mm 


systolic to 110 mm systolic. 


and white cells. The non protein nitrogen was ° 
64 mgs. The blood pressure was 160 mm sys- 
tolic and 106 diastolic. Course in Hospital: He 
was given 1 oz. of magnesium sulphate by mouth 
and by rectum every four hours. The next day 
the blood pressure was 180 mm systolic and he 
was most uncomfortable from vomiting and 
headache. There was a slight degree of edema 
of the optic nerve. The treatment was continued 


| 
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CHART VII. Illustrating, as in Chart VI, the fall in blood 
of MgSO4 by mouth and by rectum. 

The second patient (J. G., aged 13 years), 
(Chart VII) four weeks following a mild at- 
tack of scarlet fever, was noticed to be slightly 
swollen about the eyes and an examination of 
the urine revealed a large amount of albumin. 
The following day he complained of headache 
and epigastric pain and vomited. On admission 
to the hospital the physical examination was 
negative except for a slight edema of the face. 
The urine was dark in color, there was a large 
amount of albumin and there were many red 


pressure and the loss in weight following the administration 


and the following day, the blood pressure was 
160 mm systolic and he was having free cath- 
arsis and diuresis. Thereafter the blood pres- 
sure gradually fell and the evidences of intra- 
cranial pressure (vomiting and headache) sub- 
sided. When: the blood pressure was at its 
height, 180 mm, the patient weighed 77 pounds. 
Four days later he weighed 71 pounds and the 
blood pressure was 120 mm systolic. The course 
of the nephritis, as evidenced by the urinary 
findings was not altered. 
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. These observations would seem to indicate that 
edema was the primary cause of the condition and 
that the high blood pressure was secondary to it. 
It is most unlikely that magnesium sulphate 
could have so effectively relieved the arterial 
hypertension and edema by any direct influence 
on the blood vessels or the neurogenic mechan- 
ism of the brain. In so far as is known, this 
salt acts as a diuretic (Gamble, Blackfan and 
Hamilton) and cathartic (Cushny) when ad- 
ministered by mouth. Fay Temple, in compar- 
ing the values of different salts given by mouth 
or rectum for relief of intracranial tension, finds 


Pulse! 


bob | 


CHART VIII. Illustrating the immediate effect of the intra- 
venous injection of MgSO4 solution (1%) on the blood pressure; 
—  ccusaas slowly the respiration and pulse rate are not 
affected. 


that magnesium sulphate is almost twice as 
efficient as sodium chloride and that magnesium 
sulphate also has the further advantage of ob- 
viating the danger of a secondary wave of tis- 
sue edema due to salt retention. 

The treatment of uremia occurring in the 
course of acute glomerular nephritis by intrav- 
enous injections of one per cent magnesium 
sulphate has, as stated before, given most fav- 
orable results. We have used this method in 
eleven cases: in eight cases the patients recov- 
ered promptly from their alarming symptoms. 
Three patients who were in the terminal stage 
died. This form of therapy, although most ef- 


fective in relieving cerebral symptoms and arte- 
rial hypertension, should not be resorted to un- 
less there are presenting symptoms as visual 
disturbances, delirium, convulsions and arterial 
hypertension. It does not, however, alter the 
course of the disease as evidenced by the renal 
symptoms. The solution is injected in amounts 
of from 10 to 15 ce per Kg of body weight and 
at the rate of 2 ce per minute. The fall in blood 
pressure during the procedure is the best index 
as to the total amount necessary to use. The 
immediate effect of such an injection on the 
blood pressure is shown in Chart VIII. It should 
be remembered that the action of this solution 
intravenously is evidenced by a prompt fall in 
blood pressure with rapid relief of the cerebral 
symptoms. Frequently diaphoresis and diure- 
sis follow, but when injected intravenously 
magnesium sulphate does not exert a cathartic 
effect. The duration of the effect is from five 
to twelve hours so that a rise in blood pressure 
with return of the alarming symptoms may be 
expected unless active measures directed against 
the generalized edema are instituted. This is 


best accomplished by the administration of mag- 


nesium sulphate by mouth and by rectum. It 
has been our custom to use 1 to 11% ozs. of the 
50 per cent solution of magnesium sulphate by 
mouth every four to six hours, and 2-3 ounces 
of the same solution by rectum every six hours. 
Over-dehydration should be avoided. 

In explanation of the action of a one per cent 
solution of magnesium sulphate two possibili- 
ties are presented. (1) The action may be due 
to the sedative effect of magnesium or (2) it 
may be due to a change of the osmotic relation- 
ship between the blood and tissues of the brain 
such as is supposed to take place when an hyper- 
tonic salt (NaCl) solution is injected. While 
the possibility of a sedative action of the mag- 
nesium radical in the type of cases under dis- 
cussion has to be kept in mind, it seems quite 
unlikely that the small amounts of magnesium 
used (0.05 to 0.1 gm. per Kg) are sufficient to 
exert a physiological action of magnesium. In 
the treatment of tetanus and tetany, much larger 
amounts than we have used are necessary in 
order to obtain a sedative action. Meltzer, in 
advising the use in tetanus of a six per cent 
solution intravenously, stated that the quantity 
to be given should be sufficient to secure complete 
relaxation of the muscles. We have used a one 
per cent solution (in amounts corresponding to 
10 cc per Kg) in patients with tuberculous 
meningitis, with uremia complicating chronic 
nephritis, in acute tubular nephritis and in ani- 
mals, without observing any sedative or relaxa- 
tion effect whatsoever. Magnesium sulphate in 
the concentration used by us in the treatment 
of uremia has no direct action on the vascular 
system when the blood pressure is not raised. 
This is shown in Chart IX. When the solution 
is injected slowly at the rate of 2 ce per minute 
there is not observed any change in respirations 


BP mio | 
| 
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or in the pulse rate; if, however, it is injected 
rapidly, irregular respirations with a fall in the 
pulse rate may occur. We have seen the blood 
pressure fall thirty points after 25 cc (0.025 
gms. MgSO.) of the solution had been given 
within 2 minutes. This we believe was due, 
probably, to a sudden release of intracranial pres- 
sure. Urinary retention or evidences of renal 
irritation have not followed the use of this so- 
lution. (2) As to the second possibility, per- 
haps it would seem improbable that the action 
of this hypotonic solution of magnesium sulphate 

would be the same as the action of an hypertonic 
solution of sodium chloride. It must, however, 
b2 borne in mind that magnesium sulphate is 
much less diffusible than sodium chloride. Dur- 
ing the injection and for some time afterwards, 


the symptoms, vomiting, headache, convulsions, 
etc. The arterial tension* would increase cor- 
respondingly inasmuch as the regulatory me- 
chanism is so adjusted by the vasomotor cen- 
ter that it (the arterial tension) is always held 
in excess of the external pressure exerted by the 
compressing force (in this case edema) against 
the arterioles, and capillary vessels in the med- 
ulla. A fatal bulbar anemia would ensue ac- 
companied by pulmonary edema and followed by 
cessation of: respirations, should the vasomotor 
center fail to keep the arterial tension in excess 
of the increased intracranial tension. 

The observations herewith presented support 
the view that edema of the brain is the initial 
cause of the cerebral symptoms and arterial 
hypertension in acute glomerular nephritis in 


Time 4:17 | 4:30 | 4:35 | 4:40 | 4:45 | 4:50 | 4:55] 56:00 | 5:26 
Amount 0 O | 25ce | SOce | 75ce |100ce | 130ce 

B. Pressure | 105 | 105 | 100 | 100] 95] 95] 100] 105 | 105 
C. S. Pressure Oo | 380 | 380 | 400 |° 360 | 480] 580 

Pulse 180 | 130 120 
Respiration 24 20 24 24 


T IX. Showing thut MgSO4 solution (1%) has = ee effect when blood pressure is low or normal. Pt. with 


CHAR 
tuberculous meningitis—3% yrs.—wet. 13 kg.—i130 cc injected 


an excess of the salt remains in the blood ree a 


as shown by the following experiment: 


TIME OF INJECTION: 25 MINUTES. 125 cc or 1% MgSO, 
VALUES IN MG PER 100 cc oF SERUM 
Mg Ss 
Before injection Less than 1 mg 


After injection 5.5 6.1 
Day after injection 2.1 1.3 


Hemoglobin before injection and after the 
injection — remains relatively constant, for in- 
stance, in one patient it was 74% before and 
73% after injection. In one patient where the 
total fixed base of the blood before and after 
injection of magnesium sulphate was determined, 
it was found that after injection the total base 
was increased by 6 c.c. N/10. These findings 
may therefore be interpreted as suggesting that 
the beneficial action may be due to an increase 
in the total concentration of electrolytes in the 
blood, which thus alters the osmotic relationship 
between the blood and tissues. Further studies 
regarding the action of this solution are in 
progress. 

If, as is suggested by these observations, edema 
of the brain is an essential factor in this form 
of uremia, then the sequence of events which so 
consistently takes place can be rather clearly 
postulated. A rapid encroachment on the in- 
tracranial space from the increasing cerebral 
edema would result in a steady increase of in- 
tracranial pressure which in turn would initiate 


children. It should be emphasized that these — 
studies were made in young children so that 
arterio-sclerosis, cardiac hypertrophy and ad- 
vanced renal lesions can be excluded as factors 
requiring consideration. Explanations for the 
development of edema, or reasons for its involve- 
ment of the brain in one patient and not in 
another patient suffering with the same form of 
systemic injury, are purely speculative in view 
of our present knowledge. 


SUMMARY 


(1) The form of uremia seen in acute glom- 
erular nephritis in children is characterized by 
headache, vomiting, visual disturbances, delirium 
or coma, and convulsions. (2) It is always 
preceded by a steady rise in arterial tension and 
by visible but not necessarily marked edema. 
A steady increase of arterial tension is the most 
reliable indication of approaching uremia. (3) 
Intracranial tension resulting from edema of the 
brain is probably the causative factor of the 
symptoms in this form of uremia. This is sug- 
gested by finding an edematous brain at autopsy 
and the relief afforded by treatment favoring a 
decrease of cerebral edema. (4) Arterial hyper- 
tension is probably the result of increased in- 


tracranial pressure. (5) The intravenous injec- 


tion of one per cent solution of magnesium sul- 


*The cerebrum accommodates itself readily to slowly forming 
intracranial tension as in tumors, hydrocephalus, and to the 
accumulation of fluids as in meningitis, go that the — 


tension need not always be in in these conditions 


ar 
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phate together with the administration of large 
doses of the salt by mouth and by rectum has 
been found to be effective in the treatment of 
this form of uremia. The intravenous injection 
should be repeated if necessary at 12 to 24- 
hour intervals until the blood pressure remains 
at a low level and the cerebral symptoms have 
subsided. (6) Intravenous treatment is not 
effective during the medullary cone phase or in 
the terminal stages. (7) Lumbar puncture 
‘should be used guardedly in order to avoid in- 
earcaration of an edematous brain in the fora- 
men magnum. (8) The term uremia is mis- 
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Discussion 


Dr. Joun Lovett Morsr, Boston: My at- 
tempt to discuss Dr Blackfan’s paper on ” this 


SUMMARY OF PATIENTS WITH CEREBRAL SYMPTOMS IN ACUTE GLOMERULAR NEPHRITIS 


Primary Renal Symps. Blood 
Wane Age Infection Appeared Renal Symptoms Cerebral Symps. Pressure Result 
B.B. 9 yre. Acute 24 days Blood Visible edema 
aie Respiratory Al Vomiting 142 
Infection Gran. & Ryal. Headaches TIO Improved 
Caste nvul sions 
Visible edema ns 
Tonsillitis (14 days Blood Headache e 
Convul sions 
Headache 
fe 5 days Visible edema 1 
nvul sions 
Visible edema 
12 days Convulsions e 
Cheyne Stokes resp.| TIO 
ode 7 22 days Vomiting 
Convulsions 
Visible edema 142 
E.R. 4 yrs. . 11 days Drowsiness 
Vomiting 06 
Visible edema Died 
E.D. 12 yre. 7 days 160 
Ch Stokes resp. Respt. failure 
Vomiting 
A.F. | 10 yrs. 8 days Visible edema tenes 
Convulsions Respt. failure 
Visible edema 
E.G. | yrs. Acute Rhino- 10 days Vomiting 
: pharyngitis Drowsiness 160 Edema of lungs 
Disturb- TIO Respt. failure 
nsilli- Generalized edema 142 
_ E.R. 4 yrs. tis & Cervical | 14 days Vomiting Improved 
adeniti Convul sions 
Visible edema 
R.K. 6 yrs. Tonsillitis 10 days ° Vomiting 160 
Delerium Tio Improved 
Convulsions 


CHART X. Summary of patients with cerebral symptoms (uremia) in acute glomerular nephritis. 


leading as the symptoms are not dependent on 
the retention of nitrogenous end products. It 
is suggested that the characteristic symptoms 
with arterial hypertension be referred to as the 
cerebral symptoms of acute glomerular nephritis. 
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form of treatment that I have seen. 


subject reminds me of the old saying, ‘‘Fools 
rush in where angels fear to tread.’’ My only 
excuse for discussing the paper is that I have 
seen several of the cases which form the basis 
of this paper at the Children’s Hospital and 
have been able to observe the results of this 
method of treatment. There is no question but 
that the response of these uremic patents to 
the injection of magnesium sulphate is much 
more rapid and satisfactory than to any other 
I have 
always felt in the past that a high blood pres- 
sure was very unusual in nephritis in childhood 
and I have never felt that it was of very great 
importance. One reason for this feeling is that, 
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although I had charge of this same clinic for 
many years, I did not see as many cases of 
uremia in acute nephritis of this type as Dr. 
Blackfan has seen in the last few years. This 
is the reason why I have: so seldom found the 
hlood pressure high. For the clinician one of 
the most important points that he has brought 
out is that a rising blood pressure in a child 
with the type of nephritis in which the urine 
is full of blood is a danger signal. 


I think Dr. Blackfan is to be congratulated | 


on having the ability to pick out from a lot of 
laboratory data the important ones clinically 
and then to apply them practically in the treat- 
ent of his patients. . 

A Memsper: How much of the solution of 
magnesium does Dr. Blackfan use? 


Dr. KENNETH D. Buiackran, Boston (clos- 
ing): We follow the procedure of injecting the 
solution in one arm and following the blood 
pressure in the other arm. The solution is in- 
jected very slowly—not more than 10 cc. per 
minute—and the amounts which have been in- 
jected have been about 200, perhaps 175 to 200 
c.c. to patients between four and ten years of 
age, perhaps 20 c.c. per kilogram of body 
weight; we endeavor to inject a sufficient 
amount to reduce the blood pressure; in the pa- 
tients who have entered the terminal stage with 
the medullary cone phase it has been impos- 
sible to reduce the blood pressure down more 
than 10 to 15 points, but in the other patients 
it comes down very promptly. 

End of discussion. | 


ORIGINAL 


ARTICLES 


A STUDY OF 500 ADMISSIONS TO THE FOURTH MEDICAL SERVICE, 
BOSTON CITY HOSPITAL 


FOREWORD 
_BY FRANCIS W. PEABODY, M.D. 


During the last twenty years the Social Serv- 
ice Department has become generally recog- 
pized as an essential part of the modern hos- 
pital, and no open-minded clinician of broad 
hospital experience can fail to appreciate the 
contribution which the social worker makes to 
the welfare of the individual patient, as well 


_as to the more effective functioning of the in- 


stitution as a whole. On these points there is 
no longer need for discussion. It may not be 
amiss, however, to call attention to another, 
though limited field, in which codperation be- 
tween the social worker and the physician can 
be made significant and to comment briefly on 
the Department of Social Work in relation to 
the teaching of medicine. 

The Fourth Medical Service of the Boston 
City Hospital is assigned to the Harvard Med- 
ical School for teaching purposes. Through- 
out the greater. part of the year from six to 
ten students in their final term of study spend 
the whole time for periods of one or two months 
attached to the service, and their relation to 
the patients: is made so intimate and so respon- 
sible that they virtually form a part of the 
hospital staff. This period of continuous con- 
tact with the patients on a large service of a 
busy Municipal Hospital, equipped with all 
modern methods for the diagnosis and treat- 
ment of disease, is unquestionably one of the 
most important in the whole medical curricu 
lum for it gives to the students an insight into 
medical science and offers them an opportunity 
to follow the course of disease from day to day 
and from week to week. The duty of the 
teacher in charge of such a service is to train 
efficient physicians, and one of the problems 


which confronts him is to make the circum- 
stances under which the students work as 
closely analogous to those of medical practice 
as is possible within the limits of the hospital 
walls. Among the criticisms which are often 
directed against the training of medical stu- 
dents in a modern teaching hopital is one which 
is in effect that the student comes to regard the 
patient as a ‘‘case’’ for scientific investigation 
rather than as a sick human being. Unfortu- 
nately, it cannot be denied that there is fre- 
quently some justice in this criticism. The 
intricate and: interesting problems of the 
diagnosis of organic disease are so absorbing 
and so time consuming that it is extremely 
difficult for the overworked student or intern 
to go into the broader aspects of the case, and 
the very fact that the patient is removed from 
his normal environment necessarily subordi- 
nates or masks many situations, the significance 
of which would be only too apparent if he were 
seen in his own home. It may suffice to men- 
tion three points of the greatest medical impor- 
tance which are thus liable to be overlooked in 
the care of patients in hospitals. The first of 
these is the personality of the patient, which, 
together with the circumstances of his personal 
life and his reactions to his immediate social en- 
vironment, may have a fundamental bearing on 
his clinical condition. The second has to do 
with his convalescence and the opportunities 
which he will have for the completion of his 
recovery after discharge from the hospital. 
The third bears on his relation to those about 
him—his family and the community at large— 
and is essentially the public health problem of 
the spread of disease. All of these points, so 
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evident to the physician in practice and so fre- 
quently lost sight of in the hospital, must be 
conscientiously faced by the teacher and must 
be continually brought by him to the attention 
of the student. 

The value of a didactic discussion about 
what may be broadly termed the social aspects 
of a case in relation to its medical aspects is, 
however, comparatively limited and a much 
deeper impression is made on the student by 
the facts which he elicits for himself and by 
the concrete problems that may be presented 
to him by some one who looks at the situation 
from the point of view of the patient. The 
interest of the student is, therefore, first 
aroused by requirng that a brief ‘‘social his- 
tory’’ be taken as a part of the routine medical 
record of every patient. It would be a dull 
student indeed who could question a patient 
for even five minutes regarding his financial 
status, the character of his dwelling, the social 
group with which he is associated, his work, his 
recreation, and the other circumstances that go 
to make up the background of his _ personal 
life, without becoming profoundly impressed 
with the various ways in which all of these fac- 
tors may bear on the cause, course, and cure 
of the disease. If the matter is left at this 
point, however, it remains entirely abstract. 
The student has grasped the significance of the 
social aspects of the case, but the patient is, 
after all, sheltered within the hospital walls, 
and, as far as the student goes, the social prob- 
lems are entirely of theoretical interest. They 
are not concrete problems for the student to 
solve, but remote difficulties for the patient to 
face. It is at this point that the social worker 
steps in and converts the theoretical problem 
into an intensely practical one. She stands at 
once as the representative of the patient and 
of his family. In order that she may carry out 
her own function effectively she needs certain 
medical information to supplement the results 
of her own investigations and the questions 
which she asks are exactly the questions that 
. would be asked of the physician if he had 
visited the patient at home. How long will he 


be sick? When will he be able to return to 
work? Can he go back to his former job? Will 
he need special care during convalescence? Is 
there any danger of his infecting his wife or 
children? What change in the circumstances 
of his life will help to prevent a recurrence of 
his present condition? This is the type of ques- 
tion that arises constantly in private practice 
but which rarely comes to the student in the 
hospital. When thus confronted he cannot re- 


gard his patient merely as an ‘‘interesting 


case’’ but he is forced to look upon him as a 
person with social relationships and responsi- 
bilities—as the member of a community. 

As a result of the helpful codperation of Miss 
Farmer, it has been possible to have a social 
worker attached to the Fourth Medical Service 
and, in addition to putting on her the ordinary 
burden of medical social work, the attempt is 
being made to develop the relation just de- 
scribed in which the social worker represents 
before the Staff and the students the interests 
of the patient, his family, and the community. 
Once a week she makes a ward visit with the 
Staff and the students and, while on the visit, 
she contributes to the group the information 
that she can add to the case and asks the 
questions on which she needs assistance. The 
student in charge of the case answers the ques- 
tions and the group discusses them. Every one 
thus has brought before him the situation as 
a whole and what has first appeared to be a 
problem of disease in an institution becomes 
converted into the problem of a sick human 
being. 

This growing interest in the well-being of the © 
patients after they leave the wards and our in- 
creasing desire to do a constructive work that 
will not only consist in sending our patients 
out of the hospital in a convalescent condition, 
but will enable them to adapt themselves better 
to the life of the community, will be greatly 
stimulated by the following survey. It gives 
us a reliable cross-section of the group of peo- 
ple whom we are working with and a deeper 
insight into their backgrounds and their prob- 
lems. 


THE DEPARTMENT OF SOCIAL WORK AT THE | 
BOSTON CITY HOSPITAL 


BY GERTRUDE L. FARMER AND ANNE L, ESTABROOK 


In addition to the South Department, for the 
the care of contagious diseases, and the Pediat- 
ric Service, for the care of medical children, 
there are on the medical side of the Boston City 
Hospital four House Services for the care of 
ward patients. To these any adult in Boston, 
who is acutely ill and cannot be cared for at 
home, may be admitted. If able he is expected 
to pay sixteen dollars a week; very few do so. 
If unable to pay and Botson settled, he is ad- 
mitted free. If not Boston settled, the commu- 


nity in which he has a settlement, or, failing 
that, the state is responsible for his bill. 

In such a hospital, established in a large sea- 
port city, with admissions to both medical and 
surgical wards reaching, in the heaviest season, 
to over eighty or ninety a day, interrelations be- — 
tween medical and social conditions are often 
obscured. The doctor may be ignorant of the 
most important and typical social situations; 
the social worker may place her emphasis on 
things of minor importance. Yet as soon as the 
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doctor, becoming House Officer, takes charge of 
the sick, he should have a fair working knowl- 
edge of social conditions,—housing, wages, race, 
education, resources, occupation,—within their 
limits of variation, in the group he is caring for 
as a whole. This is the general knowledge of his 
community that he must gain later in private 
practice. In the hospital, as there, it gives him 
certain working social hypotheses to go on with 
every new patient. On the other hand, the social 
worker’s business in the hospital is to meet so- 
cial situations as revealed by sickness, remove the 
social obstacles to the hospital’s medical work 
for individual patients, adapt as far as feasible 
the patient’s environment to his condition on 
discharge, bring to the doctor’s knowledge social 
conditions and resources outside the hospital, and 
stimulate the development in the community of 
resources that are lacking. She cannot even at- 
tempt this efficiently unless she has a grasp of 
her group of patients, not as a collection of a 


GENERAL OUTLINE 

Period Covered and Number of Individuals 

At the time this survey was made monthly ad- 
missions to the Fourth Medical numbered about 
one hundred and twenty-five. The period cov- 
ered therefore was approximately four months— 
from the first of October 1923, to the twenty- 
ninth of January 1924. As somewhat more 
than eighteen of the five hundred admissions 
were of patients who were admitted, discharged 
and admitted again to the Service during the 
time, the five hundred admissions are equivalent 
to about four hundred and eighty-two persons. 
This indefiniteness is due to the fact that it is 
impossible to say how many of the alcoholic pa- 
tients were admitted more than once. Almost 
exactly two thirds of those admitted were men, 
the greater proportion of male to female admis- 
sions being largely due to diagnoses of alcohol- 
ism, but in part accounted for by the fact that 
male beds are in excess on this service. 


TABLE 1 


246 PaTIENTS GROUPED BY LENGTH OF INITIAL STAY, SEX, AND READMISSIONS (INCLUDING THOSE WITH 
DIAGNOSIS OF ALCOHOLISM WITH AND WITHOUT COMPLICATIONS) 


Patients still in hospital 


Patients discharged before 


January 31 January 31. 
Patients Patients Patients Patients 
who had who had who had who had 
two one two one 
admissions admission admissions admission 
Length of initial Wom- Wom- Wom- Wom- 
stay Men en Men en Total Men en ‘Men en Total 
Less than 7 days 0 0 6 5 11 0 2 66 47 115 
7-14 days 0 1 5 7 13 6 1 45 33 85 
15-30 days 3 0 8 6 17 a 1 38 22 61 
Over 30 days 1 0 5 6 12 1 1 17 13 32 
Total 4 1 24 24 53 7 5 166 115 293 


certain number coming to her attention more or 
less by chance, but as a whole. 

In a hospital as large as the Boston City and 
with a limited staff of social workers it has, so 
far, been impossible for social workers to make 
even the most casual contact, as do doctors and 
nurses, with a hundred percent of the patients 
admitted. A study of a sufficient number of ad- 
missions on one medical service, with a grouping 
of the most obvious medical and social facts, 
ought however to give a fair cross section of the 
adult medical patients at any given time. For 
this reason, five hundred consecutive admissions 
on the Fourth Medical Service at the Boston 
City Hospital were analyzed. It was hoped that 
the result would give both doctors and social 
workers a better understanding of existing med- 
ical-social conditions as a whole, and so suggest 
the situations that the worker should choose to 
concentrate upon, as well as the means by which, 
with the help of the doctor, she can take to dis- 
cover them. 


Length of Stay in Hospital (Table 1) 

Over half of the four hundred and eighty-two 
persons remained less than one week on the Ser- 
vice, which usually means in the hospital, al- 
though there were a few transfers to the Nerve 
or Surgical services or to the Department for 
Contagious Diseases. These figures are influ- 
enced by admissions of patients with diagnoses 
of alcoholism, such patients generally staying 
only over night, or a few days at most. But of 
those without diagnoses of alcoholism including 
alcoholism with other medical complications, a 
large proportion received less than a week’s 
care. Two hundred and ninety-three of the 
three hundred and forty-six patients admitted 
for other diagnoses than that of alcoholism, or 
for alcoholism with a serious medical complica- 
tion, were no longer on the wards by the end of 
January. Of these, nearly forty percent had re- 
mained on their first admission less than seven 
days, although two were readmitted later; and | 
sixty-eight percent had remained from a day 
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to two weeks. On the other hand, ten percent, 
on their first admission alone, had remained a 
month and over, ‘‘over,’’ both in their:case and 
that of the patients no longer in the hospital, 
meaning sometimes two or three months, or even 
more. Nine percent died on the service during 
the four months. 

Medical reasons alone often accounted for the 
unusually long or short stay in the hospital. 
Soaial causes, however, contributed: patients 
with chronic illness, requiring care that their 
homes cannot give and without resources to pay 
for long time service in a private hospita! will be 
found in the group whose discharges are deiayed. 
Once admitted to a municipal hospital intended 
for the treatment of acute illness such patients 
are often difficult to discharge for various rea- 
sons. Both the patients themselves, their rela- 
tives and friends will be loath to accept transfer 
to an almshouse hospital when such is the only 
resource available. Where a patient is discharged 
after a very short stay, the reason may be anx- 
iety about those left at home, the antipathy of a 
timid or ignorant person to the treatment re- 
ceived from the hospital, the inability of a for- 
eign-born patient to adapt himself to its food. 
Where a patient only needs a few days care, 
admission may mean home conditions too poor 
to give adequate care even in illness which or- 
 dinarily should not require hospitalization. 


Readmissions 


There were fifteen readmissions of patients 
with medical diagnoses. In the case of seven of 
these return to the wards was an entirely nat- 
ural procedure, in that for medical reasons the 
patient belonged in a hospital; whether or not 
abnormal social conditions existed, they in no 
sense influenced his readmission. In the case 
of the other eight, it is fair to say that social 
conditions mainly contributed, as, for example, 
in causing the readmission of the three old 
people with varying degrees of senility, one lead- 
ing a forlorn life in cheap lodgings, the two 
others, so affected mentally that they were later 
committed to state hospitals. 


TABLE 2 


DIAGNOSES 


Fe- Tonsillitis 

Diagnosis Male male Rheumatic 
Pneumonia 4 2 fever 3. 
Typhoid 1 0 Diabetes 5. 10 
Erysipelas Gout 1 90 
Influenza 6 1. Obesity 
Nasopharyngitis 5 3 Poisoning (gas, 
Tuberculosis 6 4 lead, food 
Lung abscess etc.) 
Bronchitis and Smoke inhala- 

asthma ee tion 0 
Syphilis (terti- Drug addiction 1 3 

ary) ee Tapeworm, Tri- 
Infectious dys- Carcinoma 6 4 

entery Peptic ulcer 2 0 
Scarlet fever 0.4% Neuroses of 


Constipation 5 | 1 Hysteria and 


Gastro-enteritis neurasthenia 1 4 

and indiges- Psychopathic 

tion 4 1 personality ee 
Gastro-colic fis- Parkinson’s 

tula 0 1 disease 
Jaundice 2 1 0 1 

liver 2 0 Hypertrophied 
Hypertension 2 7 prostate 1 
Nephritis 3.67 Gangrene of 
Renal stone 0 1 Appendicitis ae 
Cardio-renal 1 0 “Foreign body” 0 1 
Kinked ureter 1 0 ulcer 0 1 
Hydronephrosis 0 1 Torticollis 0 1 
Cardiac 19 6 Non-toxic oede- 
Chorea 0 il ma 0 1 
Arterio-sclerosis Haematuria 2 0 

or cerebral Subcutaneous 

hemorrhage 18 15 emphysema 1 0 
Anemia 5 “No disease” | 
Undetermined” 6 2 

Gonorrheal 5 3 Meningitis 

Other types 1 2 186 138 
Periostitis Alcoholism 120 16 
Osteomyelitis 1 0 Alcoholism 
Diseases of thy- with compli- 

roid 1 3 cations 64 
Epilepsy 
Sciatica 1 0 321 161 


Medical Diagnoses (Table 2) 

On these five hundred admissions, over sixty 
different medical diagnoses were made. The 
largest group was that of the alcoholics, then 
the pneumonias, then the patients wiih arterio- 
sclerosis or cerebral hemorrhage, then the car- 
diacs. The diabetics come next, unless we take 
diseases somewhat arbitrarily grouped together. 
Arthritis, anaemia, nerve conditions, both func- 
tional and organic, venereal disease, nephritis— 
all these, even without being taken in connection 
with social data, have social implications. From 
the list it is evident that, there must have been 
many with chronic disease incapable of any re- 
lief that would justify their presence in an acute 
hospital.. Personal acquaintance with the wards 
| of the service for these four months and knowl- 
edge of conditions in the hospital for a much 
longer time bear out the impression that such 
eases form a burden which makes it impossible 
for the hospital to do justice to the bedside care 
of patients with acute disease. A municipal hos- 
pital, which cannot easily refuse a patient, is 
apt to have many such. The fault is largely in 
the community, which both fails to provide ade- 
quate resources for chronic illness and insists 
that they are the responsibility of the acute mu- 
nicipal hospital. 


On 202 of the 500 admissions no effort was 
made to get fuller information than the above 
facts, all matters of routine hospital record. This 
group included the twenty-seven who were too 
ill to be interviewed, and who died before rela- 
tives were seen; ten who were too precip‘tately 
discharged to be interviewed, some against ad- 
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vice; nineteen private patients, ten of whom 
were doctors or nurses; eight patients who were 
almost immediately transferred to other servi- 
ces; two hospital employees admitted for tem- 
porary indispositions ; ; three patients whom it 
was felt unwise to interview; two who refused 
to be talked with; and, finally, one hundred and 
thirty-one of the alcoholic group. There re- 
mained a group of two hundred and eighty pa- 
tients—two hundred and ninety-eight admis- 
sions—that was studied socially to some extent, 
both as being the group from which the hospital 
social worker would expect to choose the patients 
most suitable for her care, and that most avail- 
able for study. 


Alcoholism 


To have included the one hundred and thirty- 
one alcoholic patients in our more intensive so- 
cial study would have entailed modifying it into 
one of alcoholism as well, since social data could 
not have been gathered on so large a group with- 
out going more deeply into the medical and so- 
cial roots of alcoholism itself. Also such data, 
on so large a percentage of patients, would have 
somewhat obscured the picture of the more nor- 
mal, non-alcoholic group. Several points in re- 
gard to this aspect of the five hundred admis- 
sions must, however, be touched upon. The fol- 
lowing table shows the percentage of alcoholic 
and non-alcoholic admissions: 


ToraL ADMISSIONS 
: Male Female 
First admissions for alcoholism 120 16 
First admissions for alcoholism plus 
complications 15 7 
Other first admissions 186 138 
Readmissions (known) for alcoholism 1 1 


Readmissions (known) for alcoholism 


plus other complications 1 0 
Other readmissions 10 5 
333 167 

Total 500 


Taking those patients with a definite diagnosis 
of alcoholism alone, they made over twenty- 
seven percent. Including conditions recently or 
closely connected with drinking, as alcoholic 
pneumonia or alcoholic neuritis, it is conservative 
to say they constituted thirty-two percent of the 
total admissions. 

‘As to readmission: no definite data can be 
given, because an alcoholic patient does not al- 
ways return to the same service, there is an inev- 
itable inaccuracy in getting the names and ad- 
dresses of such patients, and the social worker 
could not see all personally. Certain of them, 
however, were surely ‘‘repeaters,’’ and some, en- 
tering usually for this diagnosis alone, may be 
called habitués, 

As to age: taking this data from the admis- 
sion slips at its face value, the male admissions 
for alcoholism and alcoholism with complica- 
tions were, in age, as follows: 


Ages Male admissions 
Undetermined 27 patients 
21-30 years 15 (12 were 25 years and over) 


30-45 years 50 (36 were 35 years and over) 
46-60 years 5 
Over 60 years 10 


137 male admissions 


At least seventy-seven percent, then, of the 
male admissions for alcoholism were of men 
twenty-five or over, while over sixty-three per- 
cent were thirty and over, the ey. of these 
being at least thirty-five years old. 


Social Study of Two Hundred and Eighty 
Patients 


The more intensive study of the two hundred 
and eighty patients was made in an effort to 
learn something of their roots and affiliations in 
the community, where they came from, the work 
they did, whether or not they lived in a family 
group or as isolated individuals, their education, 
income, resources. The Fourth Medical Service 
itself takes a social history from the patient. 
Some data was therefore gathered from these 
histories, but in addition, in all but a very few 
cases, information was obtained from talking 
with the patient at the bedside, and confirming 
and supplementing this, where necessary and 
possible, by interviews with friends seen at the 
hospital, home visits, and reports of other 
agencies. | 

There are limitations to the possibilities of 
such a study: as the patient has come to the 
hospital for medical treatment, if he dislikes or 
refuses any medical questions or examination, he. 
is not accepting the conditions under which he 
was admitted. But this is not true as regards 
social investigation, for he has not implied read- 
iness, by coming to the hospital, to have his so- 
cial condition either altered or studied. He may 
be willing to talk very frankly about it, and he 
often wishes to do so, and his mind is greatly 
relieved by it, but he is likely to feel that the 
social worker has a right to demand this only 
when he asks social help, or when a very defi- 
nite social need, perhaps even preventing his dis- 
charge is revealed. A survey of this sort, there- 
fore, can never be conducted like a compulsory 
physical examination. Most of the patients were 
ready to talk very frankly about their financial 
situation for example. To some this would have 
been extremely disagreeable. It was felt that 
no data gathered for the survey could have out- 
weighed the harm done by disturbing the tran- 
‘quility of the sick person and perhaps rousing 
the antagonism that can spread so quickly from 
bed to bed in-a ward. It seemed wiser never to 
press, sometimes never to begin, such question- 
ing. 

As it’ was, there were only four of the two 
hundred and eighty who, at the outset, requested 
that no questions should be asked. Contact with 
all four was entirely pleasant, and the relatives 


later provided some data. To a good many pa- 


\ 


634 THE FOURTH MEDICAL SERVICE—FARMER, BSTABROOK Boston M. &8. J 


October 1, 1925 


tients, the reasons for making a survey were 
frankly given. 


Connection of Patients with Other Agencies 


Thirty-eight percent of the two hundred and 
eighty had had previous contact with some out- 
side social agency, a little less than a third of this 
thirty-eight percent being cases where the agen- 
cies were medical or nursing, so that the problem 
might not have indicated any financial or other 
social disability.* Fifty-four percent were un- 
known to agencies of any sort, while identifying 
data for eight percent was insufficient to deter- 
mine whether or not the patients were previously 
known socially to any organization. In some 
cases, many agencies had worked either with tem- 
porary or permanent social problems of the pa- 
tients. Some of them were known already to 
the Department of Social Work of the City Hos- 
pital. With a few, outside agencies were work- 
ing at the time the Survey was made. 


Economic Data 


Perhaps the only statistics as to income and 
property that would have any value would be 
those gathered from the records of good case- 
work, based on intimate personal knowledge, 
where knowing the patient’s financial resources 
has been an essential part of work for him. No 
definite conclusions, therefore, can be drawn 
from a superficial survey of this sort. Yet it 
would be unsatisfactory not to gather together 
some suggestions as to the financial situation of 
the patients cared for on the Service. 


Savings and Property 


Sixty percent of the two hundred and eighty 
stated that they had no savings. Of the twenty- 
six percent who acknowledged savings, some 
were living comfortably. With some the ‘‘sav- 
ings’’ took the form of ownership of the home, 
but with many it meant exactly what they said— 
‘‘a few dollars’’—put aside perhaps for burial, 
not enough to provide care for an indefinite con- 
valescence, certainly not enough to provide 
chronic care for life. Of the fourteen percent 
from whom no statement was obtained, some 
were poor people by every evidence. 


Income (Tabke-# 

Any individual living on less than $15 a week, 
any family of two, three and four members with 
less than $25, any group of four persons who 
has not over $35 a week, is certainly dependent 


on an income not only utterly inadequate to the 


strain of illness, but to its prevention. From 
one hundred and ninety-four patients, some liv- 
ing alone, some parts of a family group, data 
was obtained according to which forty-eight per- 
cent—or thirty percent of the two hundred and 
eighty in the whole group—had inadequate in- 


*Statistics gathered on 7,338 patients dealt with for a five- 
year period showed 44.3 percent previously known to outside 


social agencies, While studies made of single year periods| 
known. tad 


showed that from 41 to 45 percent were so 


comes, which in most cases were wholly. or in 

great part cut off by the sickness itself, 
From the above facts, it is evident that if only 

a very small number of patients in the hospital 


TABLE 3 
194 APPROXIMATE INCOMES 


Size of groups Less $15 $25 
in which pt. than to 
shared income $15 $25 $35 $35 Total 


1 person 34 74 
2 persons group 2 15 8 3 28 
3 iti ee 6 7 3 16 
4 4 7 7 19 
5 1 4 5 8 18 
6 “ 6 2 1 5 8 
7 “ ‘cc 5 4 9 18 
8 ‘“c ‘cc 1 1 3 5 
9 1 2 3 
10 1 2 3 
11 1 1 
12 “ce 6s 1 1 

38 66 45 45 194 


pay ward rates, only a very small number are, 
probably, able to do so. The main burden of 
their sickness must be borne by the community. 


Birthplace and Citizenship 


Of the entire two hundred and eighty, over 
forty-nine percent—nearly half—were American 
born. The fathers of over half these were 
either negroes or foreign-born.* Twenty per- 
cent were Irish, ten percent born in Canada, 
six percent in Russia or Poland (all but one of 
Hebrew extraction), four percent in Italy. The 
remainder gave fourteen different countries as 
their birthplaces. 

The over-whelming majority—fully fifty-eight 
percent of the foreign-born—had been in the 
Uinted States for over twenty years. Only a 
small group, about ten percent of the total, had 
been here less than five years. The presence of 
even this small group, in a four months’ period 
on one service, is significant of the hospital’s re- 
sponsibilities to the recently arrived immigrant. 
Fifty-seven percent of the foreign born had al- 
ready become citizens, and eight percent had al- 
ready at least taken out ‘‘first papers.’’ 


Settlement 

Over sixty-two percent had in all probability 
Boston settlements. Without going into the in- 
tricate matter of settlements, it is enough to say 
that this, in the case of an adult, means five 
years’ residence since reaching the age of twenty- 
one, without receiving public aid, and without 
the receipt of public aid by a dependent. Settle- 
ment may also be obtained from a husband or a 
parent. This sixty-two percent at least were, 
then, entitled to care in the hospital at the ex- 
pense of the city, if unable themselves to pay. 
Probably some settlements among those undeter- 


‘*In our study of 7,838 patients dealt with by the department 
a five-year period 62 percent were American born. 
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mined when the survey was completed would be 
found to be Bosten.. Of the remaining thirty- 
eight percent the majority were mainly either 
Boston residents, or else those persons who, be- 
ing taken ill while temporarily in Boston, ought, 
in decency, to be brought to its municipal hos- 
pital if without other resource. There were a 
few patients admitted from out of town. 
Ages 

Age is so important a factor in the decisions 
and procedure of a social worker, that the age 
groups into which the patients fell, is perhaps 
the best approach to those facts as to work, edu- 
cation and home conditions which complete this 
outline. The age groups of these two hundred 
and eighty were as follows: : 


Under 16 14 5% 
16 - 21 12 4 plus % 
21-30 48 
30 - 45 : 76 27 
45 - 60 64 23 
60 and over 63 22 plus 
Undetermined 3 ” 
280 


It is interesting, from the point of view of 
social work in hospitals, to notice that five per- 
cent of those admitted were children under six- 
teen, the age which is ordinarily considered a 
suitable working age; not a large group, and one 
easily handled, and probably giving opportuni- 
ties for really constructive case work. At the 
other end of the scale, we have twenty-three per- 
cent who were over sixty, at the age where, per- 
haps, many were becoming less desirable indus- 
trially. About half of these lived in lodgings or 
otherwise alone. Comparing these facts with the 
large group of chronic patients and patients with 
the disabilities of old age which the list of diag- 
noses indicates, remembering that few patients 
‘had savings, this age group is socially signifi- 
ficant. These are the patients whose discharge 
is often most difficult to arrange for, so that to 
the doctors they unfortunately sometimes seem 
the only ones, for whom a social worker is need- 
ed. Yet the table of ages immediately suggests 
to the social worker the adolescent cardiac, the 
mother who has left a young family, the wage- 
earner whose family income is entirely cut off by 
his illness, the pneumonia patient without sav- 
ings who lives alone in cheap lodgings. 

| Home Conditions 

The most suggestive division as to home con- 
ditions, is the grouping together on the one hand 
of those who lived in some sort of a family unit, 
or with a friend so close that a measure of house- 
hold permanence and mutual responsibility was 
assured, and on the other hand of those who 
either lived alone in lodgings or in a tenement, 
or boarded with some one not bound naturally 
or permanently to them. Of the entire two hun- 
dred and eighty, one hundred and thirteen were 
married, one hundred and five single, forty-six 


not meaning | 
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‘widowed, fifteen divoreed or separated, while the 


civil status of one was undetermined, . One hun- 
dred and eighty-one lived as members of a house- 
hold group, even: though this might mean only 
two in a furnished room, but at least this sem- 
blance of a family unit meant living with some 
one who was regarded as owing the patient some- 
thing more than the kindness of the kindest 
landlady, and assured a certain amount of mu- 
tual responsibility. Ninety-five lived, in the 
sense described above, alone, 

About forty-nine percent of the two hundred 
and eighty patients who were over twenty-one, 
and about fifty-six percent of all the single, wid- 
owed and separated, belonged in this group of 
ninety-five. Several lived in families where 
they were employed. A few boarded with 
friends, or shared a room with someone, so that 
they were not utterly isolated, and one boarded 
in an excellent, semi-endowed home for elderly 
women. Sometimes the landlady was very 
kind; (there is practically no experience with 


_ | sickness which a South End landlady may not 


expect to have). Several had little tenements, 
therefore probably some of the roots and ties 
that a neighborhood gives. The majority, how- 
ever, of the ninety-five had not even these sub- 
stitutes for family life. The people with whom 
they were living could not be called upon to ac- 
cept responsibility for them. Yet nearly all had 
relatives near enough—though perhaps far away 
or overseas—for the tie of blood to be normally 
strong could it have been reunited. 


In the course of this study not quite half of 
the ninety-five homes were visited. Probably a 
little over a third of these could be called good 
or fair. The rest, about a third of the entire 
ninety-five, were poor. Of these sixty-five—over 
two thirds were lodging houses. In many cases 
this meant the one-night lodging house for men, 
so significant of a lack of stability in the pa- 
tient’s life, and which must make any deviation 
from normal health more painful and hopeless, 
physically and mentally, that we can possibly 
know. One of the problems which a municipal 
hospital’s contact with the ‘‘homeless man’’ 
holds for the social worker is this aspect of his 
sickness, Among this fairly large group of un- 
attached men opportunities for preventive med- 
ical-social work would surely exist, and it is 
therefore one of the groups which the hospital 
social worker should study in selecting the points 
where she will concentrate. | 

Of the one hundred and eighty-one persons 
counted as forming an integral part of a family 
group, one hundred and twenty-six homes were 
either visited, or reports received from a relia- 
ble agency which knew them. Of the entire one 
hundred and eighty-one we may say that while 
thirty percent were undetermined, twenty-seven 
percent were good, twenty-nine percent fair and 
thirteen percent decidedly poor. ‘‘Good’’ while 

i uxury, means considerably more 
than the bare essentials .of comfortable living. 
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Among the ‘‘fair’’ homes were many that fell 
pretty far below any really adequate standard 
of sunlight, space, toilet facilities, desirable 
neighborhood. Anyone unaccustomed to tene- 
ments and the lower grades of apartments would 
unhesitatingly have called them poor, though un- 
der ordinary circumstances the social worker 
would have been reasonably well satisfied with 
them. Sickenss, however, may change a fair 
home to a decidedly inadequate one. 

While definite statistical conclusions cannot 
be gathered from such small figures as were 
dealt with in this study, one fact stands out 
clearly, the vital importance to the patient of 
an understanding, on the part of the doctor who 
has cared for him, of the home condition to 
which he is discharged. If a picture of the 
homes of many of the patients were in the mind 
of the House physician, such a picture as has 
often impressed the very ambulance men who 
brought them in, he would far more often call 
upon the social worker in those cases where the 
nature of the disease makes environment espe- 
cially important. 

Work . 

A little less than half of these two hundred 
and eighty had been wage-earners within the 
past six months, although we included in the 
group a few fathers of families who had been 
idle a month or two longer but who might be 
expected to return to industry. Some, of course, 
would never be able to do the same work again. 
The greater number of these wage-earners were 


men and women who, though forming part of a 


family group to whom their wages were of im- 
portance, did not have dependents in the sense 
that those with wives and minor children did. 
A significant group, about fourteen percent of 
the entire two hundred and eighty, were mothers 
still caring for their households when interrupt- 
ed by the sickness which sent them to the hos- 
pital. The rest of the two hundred and eighty 
were composed largely of those with chronic 
illness and incapacitated, married women with- 
out children, women who were not wage-earners, 
and others of like type. The majority therefore 
of the group more intensively studied were per- 
sons whose illness meant withdrawal either from 
wage-earning occupations, or from equally im- 
portant work in the management of their homes. 

The oceupations followed covered so wide a 
field, that it is more worth while to enumerate 
some of the principal ones, than to try to give 
the numbers in each group. Of course, there 
were many patients who did the heavy, un- 
skilled work of the community, laborers, char- 
women, teamsters, freighthandlers, laundry 
workers, seamen. Several did the more skilled 
outside work, forestry or gardening. There 
were several nursing attendants, salesmen and 
women, skilled clerical workers, a draftsman. 
There were factory workers of various degrees 
of skill, a sheet-metal worker, foundrymen, a 
wire-worker, a fur worker. There were chauf- 


feurs, tailors, wood-workers, a cigar-maker, po- 
liceman, private detective, men who were in the 
printing industry, domestic servants, cooks, ho- 
tel workers. The difficulty of adjusting a phy- 
sical handicap to many of these occupations is 
self-evident. On the whole the occupations gave 
a fairly comprehensive picture of the working — 
people of the city, not, perhaps, the most highly 
skilled. Few appeared to have union affiliations. 


Education 


To complete this outline of four months ad- 
missions we may note certain facts as to educa- 
tion. About twenty-two percent had graduated 
from Grammar School, five percent from High 
School as well, some going even beyond that, 
while a few, though not graduating, had been 
to High School for a year or two. About five per- 
cent were still in school. Twenty-four percent, 
though not graduating, had had some grammar 
schooling, nine percent had had either very lit- 
tle schooling or none, while twenty-four percent 
had received. their education before coming to 
the United States, the majority of these receiv- 
ing probably not at all the equivalent of an 
American Grammar School education. It can- 
not be far wrong to say that fifty-seven percent 
had most probably received less than the school- 
ing of the grammar grades, many receiving only 
the barest elements, some nothing at all. From 
about fourteen percent no definite data was ob- 
tained. 

Such facts as these give, however, only the 
slightest suggestion of the variety of experience 
which the educational backgrounds of these peo- 
ple implied. Everythng was represented, from 
a British university to a dame school of many 
years ago in Ireland, a nuns’ school in Syria, He- 
brew schools in the Jewish pale of Russian cities, 
district schools in New England and Canada, a 
German gymnasium, in which an old cook em- 
ployed by a dairy lunch room, whose relatives 
had hoped to make him a pastor, had studied 
Latin till reluctance to receive further education 
contributed to his emigration—all of these ed- 
ucational backgrounds were mentioned as the pa- 
tients told of their early school experiences, and 
suggest some of the modes of thought that hos- 
pital doctors and social workers must expect to 
find, and to which they must adapt themselves. 


Remarks 


What are some of the questions suggested by 
this little survey of 500 admissions, the answers 
to which, if they could be found, might 
be of service in our work at the City Hospita! 
as a whole? The percentage of patients admit- 
ted who need social work in any form? The best 
method a small staff of social workers can em- 
ploy in selecting these from among the many 
hundreds admitted? An estimate of the propor- 
tion of really chronic patients carried by the 
Fourth Medical Service who do not belong in a 
hospital avowedly intended for the care of pa- 
tients with acute diseases, and who hinder and 
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tamper such care? How many alcoholic patients 
sre admitted and readmitted for short term 
stays? Do the incomes and living conditions of 
‘he patients indicate that they are suitable for 
‘reatment in a free, municipal hospital? These 
were some of the questions on which we hoped 
our survey might throw some light. 

As to the nuinbers who need social codperation 
‘o round out and supplement their medical care: 
It was obvious that all the 482 patients did not 
need the service that a social worker can offer. A 
majority of the 280 more intensively studied had 
never been known to any social agency. These 
very patients may, indeed, have had grave social 
problems growing out of their present illness, 


perhaps produced by the illness itself. A hos- |. 


pital worker, by virtue of her approach from the 
hospital, might have been able to: give social 
service in the form of advice and guidance to 
outside resources which even. intelligent and 
well-to-do relatives would have been anxous to 
receive, just as they might want legal or medical 
advice. Nevertheless, in a municipal hospital 
there will always, and very properly, be a cer- 
tain group who, in medical and nursing care, 
receive all that they need from the hospital. 
With this reservation it is however fair to say 
that there are conditions which should indicate 
to the doctor and the social worker the possibil- 
ity of the need of social after care: Patients with 
small means and no savings; the foreign born or 
those with foreign born parents; the recently ar- 
rived immigrant; living conditions of such a na- 
ture as to be unfit both for the care of the con- 
valescent patient and for those suffering from 
chronie illness; alcoholic patients repeatedly dis- 
charged and readmitted; the constant presence 
of helplessly bed-ridden persons forming a se- 
rious hindrance to work in an acute: hospital. 

With these groups in mind is it possible then 
to say, for practical purposes, in figures, what 
proportion of these four hundred and eighty- 
two persons—these five hundred admissions— 
did need some form of contact, even if the ser- 
vices were slight, with the social worker? The 
answer will only be a guess because the investiga- 
tion of real social case work,—something more 
than the rapid study of a survey—would be nec- 
essary to determine how many of the others 
should have been socially cared for. 

Taken altogether, our recollection of the per- 
sonalities of the patients as revealed by the bed- 
side interview, the friends, the life on the wards, 
the doctors’ refers, perhaps it is fairly accurate 
to say that though twenty percent probably cov- 
ered the most obvious and the emergencies, it 
would be worth while for the social worker to 
ye able to make a fairly thorough study and to 
have offered a measure at least of actual social 
work for about forty or fifty percent. In con- 
sidering the social. needs one has to take in con- 
sideration the percentage previously known to 
outside social agencies. One must also bear in 
mind the fact that the ideal of social work in a 


hospital is not only to meet the emergencies but 
to help to make the hospital a vital force in the 
patient’s community life. 


In considering the best methods which the hos- 
pital doctor and social worker can employ in 
order to select the patients most in need of social 
after care from among the hundreds admitted 
and in the hurry ard rush of a crowded hospital, 
it is necessary also to bear in mind that twenty- 
five new patients a month, in addition to those 
already carried, constitute a full quota for any- 
one attempting social work in connection with 
ward patients. All the more is it essential then 
that a wise selection be made. What are some of 
the methods which can be employed? 
Sometimes the patient himself asks to speak 
with the worker. Sometimes his friends tell the 
doctor or nurse of a difficulty and are sent to 
her. Sometimes the attention of the social work- 
er is caught by the type of visitors—young chil- 
dren, foreigners unable to speak English and so 
on. Sometimes she makes a practice of talking 
with as many patients as she can. Probably the 
best basis for selection of those on whom to con- 
eentrate would be these brief personal inter- 
views. But they alone, without a plan of choos- 
ing from their revelations, would be insufficient, 
and if from pressure of work even these brief 
interviews are impossible, what sort of circum- 
stances should indicate to the doctor the need of 
her services, and in what. groups should she 
train herself to look? 

The doctor will always be quick to refer the 
bed-ridden chronic patients to the social worker 
because without her help discharge will some- 
times be indefinitely delayed and beds will not | 
be available for acute cases. But more truly con- 
struetive work could be done if the doctor were 
to call her attention to those patients who have 
not yet developed a chronic condition so that the 
social worker might be able to plan ahead, per-- 
haps arrange an environment that would check 
the disease or adapt itself to its progression. Pos- 
sibly thus preventing or delaying a later read- 
mission with no resource but the almshouse hos- 


pital. 

Patients with potential cardiac disease, car- 
diacs requiring limited activity, convalescents 
from rheumatic fever, are examples of those that 
should be referred by the doctor to a social work- 
er, because in the light of our survey as well as 
our other hospital experience, it is clear that 
both the home conditions and work of such pa- 
tients are often poorly adapted to these diseases. 
The alcoholic ‘‘repeater,’’ the young alcoholic, 
the incipient case of tuberculosis, the patient re- 
covering from pleurisy, the venereally diseased 
should be referred. After the statements above 
as to income and savings, it is clear that where 
illness necessitates prolonged convalescence, a 
special diet, a change of occupation on discharge, 
the assumption should be that the patients will 
need some social help or guidance, and it is 
often as much the function of the social worker 
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to study the social problem involved and decide 
that patients do not need her services, as it is 
the function of the doctor to make an examina- 
tion and decide for or against operation. 

Besides these medical reasons for refer, the 
doctor, in taking his history, will often discover 
some anxiety in the patient’s mind regarding 
his own future or that of his family. He will 
know if the sick person is a father or mother of 
dependent children, or belongs to that isolated 
group living outside any family circle that has 
been referred to. In the former case, social or 
nursing care in the home during the parent’s 
illness may be vitally important, while the lat- 
ter group are those who are in danger perhaps 


of being discharged without proper plans for. 


whatever time must pass before they are again 
self-supporting. 

These are a few of the medical and social 
conditions which should indicate to the doctor 


the patients who need some contact with the so- | 


cial worker. Whether, as has been said, she will 
find that they need such actual service as she 
can give is another matter. No one thing alone 
determines that, for the patient with no savings 
and an inadequate income may have an inter- 
ested employer, and the man alone in lodgings 
may have a kind landlady or a brother on the 
next street. The investigation implied in care- 
ful social case work may be needed however to 
discover these resources, to make them function 
or to develop others, and doctors do not always 
realize that time is needed for all this. A social 
worker cannot expect the unlimited lesiure in 
which to make her diagnosis that is allowed the 
doctors for making their’s. Yet she must go out 
into the community to study her patient, and 
she is very dependent on resources in the com- 
munity—friends, relatives, private societies, 
other hospitals and Homes—for proper provi- 
sion for him. Even if these codperating organi- 
zations and persons outside the hospital were 
able always to work at white heat in arranging 
for a hospital case on discharge, the hospital 
worker has no power to make them do so. Also 
many crying needs*for adequate after care are 
still lacking. The best codperation between doc- 
tor and social worker depends largely on his re- 
ferring the patients for whom he wishes her 
help a scufficiently long time before they are 
ready for discharge, also on his preparing them 
for the worker’s interview so that she seems a 
legitimate part of hospital care, without on the 
other hand making any promises or raising false 
hopes as to what the worker will or can ulti- 
mately do. 

But even with a sympathetic and socially- 
minded medical staff, if the social worker is to 
choose wisely, she must always have some com- 
prehension of the group of patients as a whole. 
She can never act most efficiently for patients, 
hospital and community, if she simply takes 
what comes to her—no matter how many come, 
what services she performs for them, or how 
hard she works. She must be constantly looking 


beyond those she knows, to the silent and un- 
known groups in other beds. There is no better 
way of doing this than by allowing herself to 
be constantly seen on the wards, so that the pa- 
tients and their friends naturally turn to her 
themselves, and by training herself always to 
have certain groups in mind. 

We hoped that the survey might indicate the 
proportion of the really chronic cases carried by 
the Fourth Medical Service that do not logically 
belong in a hospital avowedly intended for the 
care of cases of acute disease. For, as in alcohol- 
ism, it is on the general municipal hospital that 
such a strain falls. We hoped we could show 
definitely how many of the chronically sick and 
chronically poor patients, the typical so-called 
‘‘other public institutions’’ cases there might be 
who obviously had no adequate homes to which 
they could be discharged, whose pre-admission 
places of residence had been unheated rooms in 
cheap lodging houses, who did not belong in an 
acute hospital, but who would need bed care 
on discharge and for whom the community ap- 
parently offered no resource but the much dread- 
ed almshouse hospital. One of the difficulties we 
met with was the finding out from the doctors 
the degree of real chronicity existing. In other 
cases the doctors held that certain of the chronic 
patients were suffering from acute exacerbations 
and rightfully belonged, for a time at least, in 
an acute hospital. 

Then as to the actual resources which some of 
those apparent ‘‘other public institutions’’ pa- 
tients could call upon: Hospital doctors are apt 
to classify as ‘‘almshouse cases’’ (O. P. I.) any | 
chronic patients whom they wish to discharge, 
who appear to need nursing care and to be with- 
out obvious resources. Only careful social case 
work could, in many instances, have brought to 
light possible relatiyes and friends, lost or alien- 
ated, former employers, fraternal orders, racial 
groups, to say nothing of available private, char- 
itable agencies that might have been called upon | 
to provide care outside a public institution. This 
in spite of the fact that Boston is deplorably 
lacking in resources for the adequate care of 
needy, chronic patients. 

As to judging the adequacy of the homes: It 
is not quite fair to make a general statement 
based on the needs of some chronic patients. It 
takes more than a ‘‘good’’ home to provide nurs- 
ing and bed care for a paralyzed patient. The 
fact that a chronic patient cannot return to his 
home does not necessarily mean that such a home 
should be graded as ‘‘poor,’’ or even as low as 
**fair.’’ 

In trying to arrive at any estimate then of 
the numbers of needy chronic patients admitted 
during our survey: basing our percentages on 
medical diagnoses, income, relatives, degree of 
disability, and personal idiosynerasy it might 
be fair to say that perhaps 8 or 10 percent of 
the 482 were chronically sick patients for whom 
so little could be done that they should not have 
been admitted to an acute hospital. That about 
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7 percent of the 500 admissions had diagnoses 
of senility, arterio-sclerosis, cerebral hemor- 
rhage, perhaps bears this out, as does also the 
fact that 22 percent of the 280 studied more in- 
tensively were sixty and over. 

In regard to the 32 percent of alcoholic pa- 
tients admitted and readmitted on an especially 
equipped medical service intended for the treat- 
ment of patients suffering from acute diseases: 
Aleoholism in itself is, of course, a most serious 
medical-social problem, implying possible social 
causes as well as consequences, and the exclusion 
of the greater part of the alcoholic group from 
our study was not due to a disregard of this fact. 
There are, however, so many admitted, their stay 
is so brief, most cases being discharged as soon 
as they have recovered from their acute toxic 
condition, community resources for social work 
amongst them are so few, although for this type 
of person social work must be so constant ‘and 


continue so long to even hope to accomplish any- 


thing, that a social worker in an acute general 
hospital cannot attempt such work except in the 
exceptional case. 

The fact that over 60 percent of the male ad- 
missions for alcoholism were thirty years of age 
and over is of interest and might at least seem 
to indicate that the present alcoholic problem 
may be with the older rather than the younger 
men, contrary to certain prevailing opinions as 
to the increase of drunkenness among the young- 
er group. 

As to the burden on the hospital: Staying, as 
such patients do, for very short periods, the per- 
centage of admission does not, fortunately, in- 
dicate the amount of time spent on them by the 
hospital personnel, although board and lodging 
while they ‘‘sober up’’ is sometimes all the 
‘‘treatment’’ they can be given. Yet even if 
each individual stayed only one day, the total 
male and female admissions would mean about 
19 weeks’ care for alcoholism on this one ser- 
vice alone in a four months’ ftriod. Of course 
many of them, the majority, stayed longer than 
a day. No comment is needed upon the strain 
placed upon an acute general hospital, on its re- 
sources for feeding, recording, laundry work, to 
say nothing of medical and nursing care and en- 
ergy withdrawn from patients to whom doctors 
and nurses would gladly give more, and who 
would, it is fair to say, profit more by such ser- 
vice. It is of course on a municipal hospital that 
almost the entire burden of medical care for 
acute alcoholism, at present, falls. | 

What proportion of the patients admitted had 
a right to care.in a public, tax-supported insti- 
tution? That 60 percent of the 280 patients 
studied more intensively had no savings; that 
there was every evidence that 30% had_ inade- 
quate incomes which were wholly, or in great 
part, cut off by sickness; that the living condi- 
tions of 49 percent appeared totally inadequate, 
judged by any accepted standard of American 
living to meet the stress and strain of sickness; 


that 62 percent appeared to have Boston esttle- 
ments; that over 49 percent were American born, 
and a great majority of the foreign-born had 
been here over twenty years would seem to in- 
dicate that the majority of the patients admit- 
ted had a right to care in a city hospital. 

As to any contribution which a hospital social 
worker can bring to a medical service as indi- 
cated by such a study as this: Enough has been 
indicated perhaps to show the need there is for 
a medical staff in a large free hospital to rec- 
ognize the social side of their patients’ illness. 
and aftercare, and the part that a hospital so- 
cial worker can take in helping to disclose and 
provide that care. 

In conclusion one must remember that the bare 
facts of a report cannot even suggest the variety 
of human type and experience shown in the daily 
interviewing of such a group as has been de- 
scribed. Those who know and have felt the ap- 
peal and fascination of a large municipal hos- 
pital in an industrial seaport city, do not need 
to be told that on its wards, as is said of some 
of the famous streets on the old trade-highways 
of Europe and the East, ‘everyone on earth will 
sometime or other appear. In one bed is the 
old Newfoundland fisherman who ‘‘in the name 
of God pulled up courage’’ to go to the hos- 
pital when he developed pneumonia, provided | 
that, if incurable, he would be brought home to 
his friend’s tenement to die. In another, in the 
same ward, is the Chinese boy sent in by the im- 
migration authorities, only a few weeks from 
Canton. Nor can the bare facts of income, race, 
work, education suggest the many complica- 
tions of marital discord, or maladjustment to en- 
vironment, or past family history, or personal 
experience, or intellectual inferiority to the aver- 
age in his group, or moral delinquency—all the 
factors in personality—which differentiate every 
single one of these many patients. The only way 
for doctors, nurses and social workers to ap- 
proach this constantly shifting group, is with a 
firm grasp of its main outstanding features, an 
understanding of the social conditions they may 
usually expect to find, a quick recognition of 
smaller groups and exceptional cases. 

If the social worker is known on the wards, if 
constantly, with a fresh and open mind, she is 
looking for the presence and needs of certain 
groups; if the doctor is alive to the social sig- 
nificance and demands, the social handicaps, of 
medical diagnoses and conditions, if he is pre- 
pared to find always a group from what we 
eall the ‘‘unprivileged classes,’’ or at least those 
who have no margin to allow for illness, among 
his patients, then doctor and social worker to- 
gether will have a fair comprehension between 
them of the medical-social aspects of their wards 
as a whole, and be in a position to recognize the 
endlessly varying combinations that unite with 
individual temperament and experience to make 
up the individual patient’s problem of aftere 


for mind, body, and estate. ly, 
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CASE 11401 
Mepicat DEPARTMENT 


An unmarried Italian girl of twenty-two en- 
tered February 28 complaining of pain in the 
left ankle. Her family history was good. Her 
past history was negative except for an oper- 
ation for rupture three years before admission 


was kept in a cast for fifteen weeks. During 
this time the ankle did not pain, but upon re- 
moval of the cast it was quite painful. From 
that time until she came to the Out-Patient De- 
partment of this hospital February 16 she used 
crutches and the ankle gradually grew worse, 
paining at night so that it awakened her. 
X-ray plates taken in the Out-Patient Depart- 
ment February 18 showed marked diminution 
in lime salts throughout the bones of the foot. 
(See illustration.) |The process in the bone 
stopped abruptly in the fibula at a point about 
2 em. above the joint. It was most marked 
near the ankle joint. The outlines of the bones 
of the foot except the cuneiforms were sharply 
defined. The joint spaces appeared normal. 


The bone trabeculae were visible throughout. 
There was little if any thickening in the soft 
tissues. 

A Wassermann test in the Out-Patient De- 
partment was negative. 


Shows marked diminution in lime salts throughout the bones of the foot. 


fibula at a point about 2 cm. above the joint. 
except the cuneiforms are sharply defined. 
There is little if any thickening in the soft tissues. 

and irregular catamenia which ceased altogeth- 
er two years before admission. 

Eight months before admission she noticed 
one night that her left ankle was swollen. The 
next morning it was so painful that she could 
not walk on it. The pain lasted for three days. 
After she had rested for three weeks the ankle 
did not trouble her until she returned to work, 
when it again became swollen and _ painful. 
July 16 she went to a hospital, where the foot 


It is most marked near the ankle joint. 
The joint spaces appear normal. 


The process in the bone stops abruptly in the 
The outlines of the bones of the foot 
. The bone trabeculae are visible throughout. 


Examination in the ward February 28 
showed a well nourished girl walking with one 
crutch and using only the ball of the left foot. 
The thyroid showed general enlargement. The 
examination was otherwise negative except for 
swelling of the left foot. The left calf meas- 
ured 121% inches, the right 1414. The left foot 
was held in equinum with only about twenty 
degrees of motion in the subastragaloid joint. 
There was tenderness on pressure over this en- 
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tire joint, more marked on the internal side of 
the foot. 

Before operation the chart: was not remarka- 
ble, the urine was normal. The blood was not 
recorded. Intradermal tuberculin was slight- 
ly positive at twenty-four and forty-eight 
hours. 

March 3 a biopsy was done. 

March 10 the foot was amputated. That 
day the temperature rose to 101.7° and the 
pulse to 119. March 14 the temperature was 


head backward, then moaning and tossing con- 
stantly. At times she did not recognize her 
family. For three days before her readmis- 
sion she had had pain in the epigastrium, but 
this had been almost completely overshadowed 
by the intense headache. 

Upon examination she was semistuporous. 
The left eye was kept closed. There was weak- 
ness of the muscles at the right corner of the 
mouth. The tongue protruded slightly to the 
right and showed a brown and white coat. The 


normal. April 2 she was discharged to the|neck was stiff. The cervical glands were en- 
Out-Patient Department with two small areas|larged. The heart and lungs were normal as 
‘SPINAL FLUIDS 
Amount|Character| Pressure [Total|Poly| Prot] Goldsol Sugar NaCl 
cells 
Init,]| Final Sp.f1.j|Plasma | Sp.fl./Plasma 
or or 
blood blood 
.28] 20 c.cjClear 260 150 | 189 138 |0012331111 | 29 107° | 668 439* 
colorless 
May 1|35 c.cjSlightly | 380 50 | 180 | 12%] 167 |0012331111 | 11 92 |671 | 562 
turbid, 
slightly 
yéllowish 
May 3/55 c.cjSlightly | 360 | 60] 180 | 20%] 143 |0001112000 | 14 673 
turbid, 
slightly 
yellowish 
May 7 |50 c.cdSlightly [530 | 430 11017 | 40%] 286 |1222393321 | 15 168 |659 | 567 
turbid 
slightly 
yellow 
*Blood examined April 28, 
Plasma later. 


Dynamics normal and Wassermann negative throughout, 


in the corners of the incision still requiring 
daily dressing. 

A few days after discharge she had slight 
pain in the head which did not cause her any 
real discomfort until April 20. Then she had 
more or less sudden onset of intense headache 
lasting for periods of five or ten minutes, 
severe enough to make her cry out and growing 
progressively more severe. It seemed to be 
mainly frontal, parietal and possibly occipital. 
Her father, who gave the history, noticed that 
from its onset she could not use her left eye or 
open her mouth. She could take nothing ex- 
cept a few spoonfuls of soup and water which 
tended to run out of the corners of the mouth. 
'ler bowels did not move at all. She passed 
urine of a dirty color about once a day. For 


four days before her readmission April 28 she 
had slept only in ‘‘eat naps’’ during remissions 
of the pain, | with a ery and bending her 


far as examination could be made,—the patient 
was not codperative. The abdomen was held 
rigid, the patient complaining constantly at 
every manoeuvre. The pupils and knee-jerks 
were normal. Babinski, Gordon, and Oppen- 
heim were positive. Kernig was not definite- 
ly positive. Examination of the fundi showed 
the nasal margins of the discs blurred. No 
choking was seen. The vessels were somewhat 
congested. Careful examination was impos- . 
sible beeause of her restlessness. 

The temperature was 100.2° to 103.2°. The 
pulse rose steadily from 66 to 183. The respi- 
rations were 18 to 31, with a terminal rise to 
62. The urine was not recorded. The hemo- 
globin was 70 per cent., the leucocytes 7,400 to 
12,700, the polynuclears 72 per cent., the reds 
and platelets normal. 

April 28 and May 1, 3 and 7 lumbar pete: 
tures were done (see table). 
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The evening of April 29 the patient voided 
spontaneously for the first time. She was very 
noisy. Paraldehyde 3 ii did not control her; 
one-sixth of a grain of morphia did. 

Symptomatic relief followed the punctures, 
once thought possibly due to the morphin pre- 
viously given. It was a question how much 
she voided. She drank very little and did not 
require catheterization. May 6 the right eye 
showed internal strabismus. The next even- 
ing she died. 


DISCUSSION 
BY DR. RICHARD C. CABOT 
NOTES ON THE HISTORY 


I suppose any history like this, of pain and 
swelling in the ankle, without any trauma 
known, without any other joints affected, in a 
young person, would incline us to say tubercu- 
losis as the best bet. We should want to exclude 
syphilis, but would_still expect it to be tuber- 
culosis. I am going to commit myself on all 
these things in the presence of an orthopedic 
authority because it is better for my education 
to be corrected later on than to ask in the be- 
ginning. 

The X-ray appearance of the foot could I 
suppose be due to the lack of use. It has been 
in a cast for a long time, and we know how very 
marked the atrophy of bone is when the part is 
in a cast. ; 

One of the points I will ask Dr. Allison to 
check me up on later is whether there is any- 
body who can tell whether this was tubercu- 
losis from the X-ray picture alone. It seems 
to me that I have seen cases like this which 
turned out not to be tuberculosis, but what Dr. 
Robert W. Lovett used to call ‘‘plaster of Paris 
disease,’’ in other words atrophy starting from 
disuse. 

The positive tuberculin reaction I should not 
suppose had any significance in view of her age, 
most people’s reactions being positive at that 
age. 

Presumably at the time of biopsy the diagno- 
sis was known. I will commit myself, then, to 
a diagnosis of tuberculosis, which seems the 
only one reasonable at this point. 


BIOPSY 


Under gas and oxygen a medial incision was 
made over the cuneiform and scaphoid bones 
and carried down to the capsule without show- 
ing anything abnormal except a large gray 
mass of granulation tissue connected with the 
seaphocuneiform joint. A wedge of bone for 
microscopical examination was taken through 
that joint including the joint between and this 
mass of granulation tissue. With a curet 
masses Of bone and granulation tissue were re- 
moved for cultures. The bone was very soft. 


The pathological appearance was suggestive of 
tuberculosis. 
PATHOLOGICAL REPORT 


A small soft fragment showing on micro- 
scopic examination focal collection of epithelioid 
and giant cells. 


Tuberculosis. 
FourtHER Discussion 
Dr. NaTHANIEL ALLISON: We did a biopsy 


on this case for the purpose of making diagno- 


sis positive. The tissue removed, a section of 
bone, showed clear evidence of tuberculosis. 
The reason why this was done was that ampu- 
tation seemed to be indicated, and we did not 
wish to amputate this young person’s foot with- 
out conclusive evidence of tuberculosis. Amputa- 
tion was done about ten days later. She did per- 
feectly well following the operation. <A tem- 
porary artificial limb was given her which she 
was using quite successfully after she left the 
hospital. We felt here that we had given this 
patient quite good assurance of recovery from 
her tuberculosis. 

This case affords a clear demonstration of the 
fact that tuberculosis is not a local disease, and 
that in using local surgical measures for tuber- 
culosis one cannot be assured that one is curing 
the tuberculosis. This case shows this truth 
as well as any. 

Her career after she left the ward and came 
back to the Out-Patient Department was quite 
what one might expect. She seemed to be im- 
proving, we thought, and was using her arti- 
ficial limb more all the time. The next we heard 
of her she was in the admission ward with 
symptoms of tuberculous meningitis which are 
shown here in the record. 

Dr. Casot: As to the diagnosis at the time 
that this was given in the beginning—what else 
should be considered besides tuberculosis? 

Dr. ALLISON: We considered the question 
of syphilis, ruled out by the Wassermann. We 
considered chronic arthritis of non-tuberculous 
origin. This possible diagnosis we wished par- 
ticularly to exclude by the biopsy. Chronic 
non-tuberculous arthritis may behave as this 
girl’s arthritis. 

I feel that in cases of this type, with this sort 


-|of history, it is quite justifiable to make a posi- 


tive diagnosis by examining tissue. The disas- 
ter which may happen to these patients is that 
they may be kept in plaster of Paris a long time 
without diagnosis. The atrophy of the bones 
which this case shows is not due to the disease 
but to non-use. Some years ago Dr. Lovett 
pointed out the fact that the use of plaster for 
several months makes it very hard to make any 
diagnosis, because the bones and joints have all 
become so affected by disuse that many symp- 
toms which simulate disease arise from begin- 
ning use again. 

In this case however from the standpiont of 
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diagnosis there was little difficulty. The whole 
picture was that of tuberculosis. The sudden 
onset of meningeal symptoms, a thing that we 
see only occasionally, was striking. The spinal 
fluid indicates that she had tuberculous menin- 
itis. 

De RatpH K. GHORMLEY: We have a speci- 
men from the foot, a frozen section, which 
shows the lesion and also shows some of the 
changes of the bone. I am not able to say to- 
day, from microscopic examination, how much 
of that is disease and how much is atrophy.* 

Dr. Casot: I think even if Dr. Allison had 
not happened to let the cat out of the bag I 
should undoubtedly have made a diagnosis of 
tuberculous meningitis in this case. Obviously 
when we have a case of meningitis supervening 
within a few weeks after an operation for bone 
tuberculosis,—a meningitis accompanied by 
changes in the cranial nerves, running as 
chronic a course as this does, with varying de- 
grees of stupor,—that would be the only diag- 
nosis one could make. I had arrived at that 
diagnosis in reading over the case. 

The record of ‘‘heart and lungs normal so 
far as examination could be made’’ does not in 
the least exclude miliary tuberculosis. 

These meningeal patients are often hyper- 
esthetic in every part, and one could not say 
that this abdominal tenderness points to any 
local lesion. 3 

‘‘Urine not recorded’’ presumably means 
that she was incontinent. 

Seventy per cent. hemoglobin is really a very 
rare reading, but it is one of the commonest 
records, because it does not involve the exam- 
iner in saying that there is or there is not 
anemia. It is a ‘‘safe’’ record. 

The spinal fluid shows ‘a state of things that 
would be unusual with any meningitis except a 
tuberculous meningitis. It is perfectiy natu- 
ral for that. I think at this point I will ask 
Dr. Fremont-Smith to comment on these lum- 
bar puncture fluids. 

Dr. FRANK FReMoNT-SmITH: Dr. Cabot 
pointed out that the clinical picture is charac- 
teristic for tuberculous meningitis; the fluids 
are also characteristic. There was no difficul- 
ty in reaching the correct diagnosis. In many 
cases, however, the onset of tuberculous menin- 
gitis is insidious. The early clinical differen- 
tial diagnosis between tuberculous meningitis 
and brain abscess, poliomyelitis or encephalitis 
may be most difficult. 

We ‘have tabulated seventy-seven fluids in 
thirty-four proved cases of tuberculous menin- 
gitis. The picture is quite characteristic. The 


essential points are an increased pressure, in- 
creased amount of fluid, with only a moderate 
increase of cells, mostly lymphocytes, a low 
sugar,—that combination is almost pathogno- 


*The complete pathological study of this foot is to appear 


later in a publication by Dr. Ralph K. Ghormley of the Ortho- 
Pedic Department of the Massachusetts General Hospital. 


monic. The chlorids are always low, some- 
times extremely low. 

All the changes in the fluid increase as the 
case progresses. At the very onset we may 
find pressure and amount of fluid normal, with 
sugar normal or slightly elevated, and the cells 
may be largely polymorphonuclears. Such 
findings are rare, and will not be confusing if 
the progressive changes in the fluid are fol- 
lowed. The contrast in the fluid pictures in 
brain abscess, poliomyelitis, encephalitis lethar- 
gica or purulent meningitis is striking. 

The sugar is of utmost importance. In the 
presence of a normal or elevated blood sugar 
the spinal fluid sugar is low only in acute puru- 
lent meningitis, tuberculous meningitis, or 
rarely acute syphilitic meningitis. A low 
sugar then rules out encephalitis lethargica, 
poliomyelitis or uncomplicated brain abscess. 
Similarly the pressure is always high in brain 
abscess, while it is rarely elevated in encephali- 
tis lethargica. Marked changes in the fluid are 
uncommon in encephalitis—the cells rarely 
reach one hundred and the protein is but little 
increased. The diagnosis of an acute syphilitic 
meningitis cannot be confirmed without the 
Wassermann reaction. 

We were unable to find the organisms in this 
ease in the clot. Fluid was put into a guinea 
pig. At necropsy the pig was negative: 

The search for the tubercle bacillus in the 
clot is a prolonged affair, and if unsuccessful 
does not rule out tuberculous meningitis. Hence 
anything that will rule out tuberculous menin- 
gitis without the need of prolonged search in 
the clot is of help. 


DIFFERENTIAL DIAGNOSIS 


Dr. Casot: The only possible discussable 
question is where else there is tuberculosis be- 
sides in the meninges. I do not know any basis 
except frequency statistics on which we can 
say anything. We have not a symptom so far 
as I know that points to any organ in the body 
except the brain. That does not rule out 
miliary tuberculosis in any organ. There may 
perfectly well be miliary tuberculosis of every 
organ of the body and we should be no wiser. If 
we had an X-ray of the lungs we might have 
seen tuberculosis there. In no other organ can 
we recognize it. In most cases in which tubercu- 
losis spreads rapidly from a focus I suppose I 
am right in saying it does not confine itself to 
the meninges. Therefore on pure statistics I 
should say the chances are that it is a miliary 
tuberculosis. We get news of it in the meninges 
because the nervous system talks so much loud- 
er than any other organ in the body. But on 
purely statistical grounds I should say it is 
presumed to be in various organs besides the 
brain. 

Is there likely to be any other old focus be- 
sides that in the bones? I should not say so. 
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Is there likely to be any gross lesion in the ab- 
domen? I should suppose not. I suppose it 
would be wholly a miliary process. Is there 
any evidence of any other disease than tubercu- 
losis in the body? I do not see it. I suppose 
there will be no great evidence of hydrocephalus 
because I suppose the brain has been drained 
sufficiently. 

Dr. Frank Fremont-SmitH: In spite of the 
draining the pressure was higher after each 
puncture; so I expect we shall find hydro- 
cephalus. There was no evidence of block. 
There is a ‘‘block’’ which we do not ordinarily 
think of as block, and that is due to the exudate 
in the meninges, preventing the absorption of 
the fluid into the delicate arachnoid villi and 
thereby causing a true obstructing hydrocepha- 
lus, obstructing the absorption of the fluid. 

May I ask where you feel the so-called pri- 
mary focus in the ankle came from? 

Dr. Casot: I do not know any reason why 
it should not be primary in the ankle. Of 
course we never know where the bacillus went 
in. There is no evidence of extraordinary 
trauma. We can speculate as to the gastro- 
intestinal tract or other points of entrance I 


suppose, such as an old process in the lung. I 


do not see any reason to believe that there will 
be any focus older than the one in the bone. Do 
you, Dr. Allison? 

Dr. Atiison: No. 
we have. 

Dr. Casot: I am glad Dr. Fremont-Smith 
ealled attention to the rising pressures here, 
which we noticed in the table. In spite of the 
drainage of spinal fluid very probably there is 
some internal hydrocephalus. 


It is the only evidence 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Tuberculosis of left ankle. 
Tuberculous meningitis (?). 
Miliary tuberculosis. | 
Bronchopneumonia ? 

Operation, amputation of left foot. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Tuberculosis ‘of the left ankle. 
Tuberculous meningitis. 
Miliary tuberculosis. 


ANATOMICAL DIAGNOSIS 


Primary fatal lesions 


(Tuberculosis of left ankle.) 

Tuberculous meningitis. 

Chronic tuberculosis of the bronchial glands. 

Tuberculosis of the adrenals (Addison’s 
disease). 

Tubercles in kidneys. 


Historical landmarks 


Chronic pleuritis. 
Chronie perihepatitis and splenitis. 


Dr. RicHaRDsON: The examination of the 
head in this case showed a wet pia over the con- 
vexities, with some fluid at the base and a mod. 
erate excess of thin cloudy fluid in the ven. 
tricles. The choroid plexus was slightly red- 
dened and in places granular. The pia at the 
base, beginning from the upper part of the cord 
and extending along the medulla, pons, about 
the optic chiasm, out the fissures of Sylvius, 
and between the frontal lobes, was coated with 
a well marked rather thick pale gray-white lay- 
er of exudate three or four millimeters thick in 
places. On the whole it was rather smooth, 
but in some places rather gelatinous. In other 
places, best marked in the fissures of Sylvius 
and between the frontal lobes, it was somewhat 
reddened and granular. On the whole a good 
picture of tuberculous meningitis. 

The skin showed no definite pigmentation, 
and we regarded it at the time as being about 
the color characteristic of the race except that 
along the knees and the inner aspect of the 
thighs there was some questionable brownish 
pigmentation. | 

There was the amputation that has been 
described. 

In the mesenteric and retroperitoneal glands 
no evidence of tuberculosis was found. The 
trachea and bronchi were negative. The bron- 
chial glands however were moderately enlarged 
and were sown with smaller and larger caseous 
areas. The lungs were bound down by old 
adhesions. There was no evidence of tubercu- 
losis of the lungs anywhere, including the 
apices, except of course in the region of the 
pleura, where there were the old adhesions. 

The heart weighed 233 grams, a small heart 
for her. She was well developed, with large 
muscles. The valves and cavities were frankly 
negative, and the circulatory apparatus gener- 
ally was negative. | 

The liver weighed 1565 grams. There were 
numerous adhesions between the liver and 
diaphragm—chronie perihepatitis—as there 
were between the spleen and the diaphragm,— 
chronic perisplenitis. No definite tubercles 
were made out in either of these organs, grossly 
or microscopically. 

The adrenals were much enlarged, each meas- 
uring 7.5 by 4 by 2 em. over all, and their sec- 
tion surfaces showed firm caseous homogeneous 
tissue with but few remains of adrenal-like tis- 
sue left. In other words, the adrenals were 
practically of no use, and anatomically it was 
Addison’s disease.: 

The kidneys weighed 280 grams and were 
good enough organs except that in one or two 
places we saw tubercles. It is curious that 
there was not more miliary tuberculosis. 

Dr. Casot: Would you like to hazard a 
guess as to what is the oldest tuberculosis in the 

ody? 
Yes. The 


Dr. RICHARDSON: bronchial 


glands and adrenals. 


\ 
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Dr. CasoT: There are a good many cases in} and uneyen. Tuberculosis on the other hand 


which we do not think of Addison’s disease and 
ought to think of it. In very few cases of Ad- 
dison’s are there lesions other than tuberculosis 
of the adrenals. We hear of other lesions of the 
adrenals causing Addison’s, but I have never 
known them. 


CASE 11402 
SuRGICAL DEPARTMENT 


An American farmer of sixty-seven entered 
August 16 for diagnosis and treatment of a sore 
on the lip of ten years’ duration. Two daughters 
died of cancer of the stomach. Fourteen years 
before admission he had blood poisoning in the 
right hand. At sixty-one he had a slight shock 
on the right side, leaving him somewhat lame in 
the right foot. He urinated once or twice at 
night. 

Ten years before admission he noticed a small 
sore on the middle of the lower lip. This occa- 
sionally broke ‘open, but healed rapidly and 
erusted over, forming a scaling sore. During the 
five months just before admission there had been 
a steadily increasing ulceration which had eaten 
away a large portion of the left side of the lower 
lip. It had not been painful except for occa- 
sional smarting and burning. 

He was well nourished. The skin and mucous 
membranes were of fair color. The teeth were 
very bad. -The lungs were normal. The heart 
was slightly enlarged to the left. The abdomen 
was held rigid. The whole left side of the lower 
lip was involved in an ulcerating foul smelling 
sore with indurated, slightly raised edges. The 
submaxillary and sublingual glands on the left 
were enlarged, hard and slightly tender. 

Before operation the temperature was 99.1° 
to 100.3°, the pulse 80 to 95, the respiration 
normal. The urine and blood are not recorded. 
A Wassermann was negative. 


DISCUSSION 
BY DR. WILLIAM MARTINDALE SHEDDEN 


The history and physical examination of this 
patient show several factors of importance. The 
first is the presence of an ulceration which: has 
been growing steadily for five months, after be- 
ing relatively at a standstill for several years. 
Moreover this ulceration has never completely 
healed. A chronic ulcer must make us think of 
tuberculosis, syphilis and neoplasm. A second 
factor, however, is the patient’s age, sixty-seven. 
In the sixth decade of age neoplasm is more like- 
ly than tuberculosis. The ulcers of tuberculosis 
moreover are usually multiple. The growth in 
this ease is single. The ulcerations in lupus tend 
to heal intermittently. In carcinoma the mar- 
sins are usually hard, infiltrated; and everted. 
The base of the ulcer is often deep, indurated 


tends to show a superficial ulceration. 


We must also consider the early and late 
forms of syphilis. A chancre has densely infil- 
trated margins and base, but usually increases 
much more rapidly than the lesion in this in- 
stance, The late forms of syphilis may appear 
at this age, although we have here no history of 
an infecting sore. The late syphilitic ulcer is 
usually punched out, and one may also find 
elsewhere in the body other lesions in various 
forms and tending often to be copper colored. 
It has been advised if one is in doubt as to the 
diagnosis between syphilis and carcinoma to de- 
lay and institute antisyphilitic treatment, as it is 
felt that the ulcer, if syphilitic, will rapidly un- 
dergo regressive changes. Our feeling is, how- 
ever, that it is far safer to remove the lesion for 
examination at once and avoid the possibility of 
metastasis. The adenopathy in this instance sug- 
gests secondary metastasis, although glandular 
enlargement is also possible with syphilis of the 
lip. A Wassermann in this case was negative, 
which does not, of course, rule out syphilis. 

It must be remembered that enlargement of 
the glands of the neck accompanying ulcer of 
the lip does not necessarily mean that there is 
(malignant) lymphatic extension, and by the 
same token it is not impossible to have cervical 
metastasis without palpable glands. It is pos- 
sible though not probable that the lymph nodes 
in this instance have enlarged simply as a result 
of chronic sepsis. The report from the patholo- 
gist that the glands do not show cancer is not ab- 
solutely correct unless serial sections of the tissue 
removed were examined, 

Simmons and Daland* in a review of cases of 
eancer of the lip seen at the Massachusetts Gen- 
eral Hospital during a period of ten years up to 
1919 found that this disease was almost exclu- 
sively confined to men. Furthermore that a per- 
sistent keratosis preceded the growth in a large 
group of cases; as was apparently true in this 
instance. The average duration of cancer of the 
lip from the time of the first symptom to admis- 
sion to the hospital was found to be one year. 

If there is clinical evidence of probable met- 
astasis to the neck, a radical operation may be 
done in one stage. If one is in doubt, however, 
the operation may be completed in two stages, 
the second stage being deferred till a pathologi- 
cal examination can be made from the lip speci- 
men. But if we have an ulcer of the lip with no 
definite clinical evidence of metastasis we are 
not justified in merely excising the growth. We 
must have it examined under the microscope and 
determine if possible its degree of malignancy. 
Simmons and Daland made an attempt to grade 
specimens in three groups according to their ma- 
lignancy, the criterion being the amount of dif- 
ferentiation of the cells and the number of mito- 
tic figures. In Group I were placed those tumors 


*Surg., Gyn. and Obst., Vol. 25, No. 6, page 766, Dec., 1922. 
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in which the cells had a‘marked tendency to dif- 
ferentiate, as shown by the formation of epith- 
elial pearls, and in which mitotic figures were 
comparatively infrequent. In Group II were 
placed those cases in which there was less ten- 
dency to differentiate and evidence of more 
rapid growth. In Group III were placed cases 
in which the cells infiltrated the tissues and 
showed little or no tendency to differentiate. 
Comparing these results with the clinical his- 
tory they found that ihe amount of differentia- 
tion in the cell had a distinct bearing on the 
prognosis. Of course the age of the patient or 
his poor physical condition may indicate simply 
a local excision, but in this case with the patient 
in apparently good shape a radical operation was 
of course advised. 


HISTORY, CONTINUED 


August 18 under ether anesthesia the lower 
lip and part of the jaw were removed and the tri- 
angles of the neck on the left carefully dissected. 
all glands and subcutaneous tissue being cleaned 
out, including the carotid sheath. Pathological 
examination showed about the salivary gland a 
number of enlarged lymph nodes, one of which 
contained clear fluid. Microscopical examination 
of sections from the ulcer showed small nests 
and a plexiform network of atypical epithelial 
cells infiltrating the tissues and extending down 
into the muscle. The individual cells occasion- 
ally showed cornification. Microscopic examina- 
tion of four lymph nodes showed one of them 
diffusely infiltrated with cells of the same char- 
acter. One portion of the node showed a num- 
ber of discrete tubercles side by side with the 
carcinomatous cells. The pathologist’s diagnosis 
was carcinoma of the lip with metastasis and 
tuberculosis of the regional lymph nodes. 

The patient was in poor condition after the 
operation and was given camphor in oil and a 
shock enema. He reacted well and made a good 
ether recovery and an uneventful convalescence 
except for some discomfort due to the flow of 
saliva and to a drawing sensation in the left 
cheek, the corner of the mouth gradually being 
drawn upward on that side. September 7 he was 
discharged. 

A later note records that the following June 
he died. 


FuRTHER D1SCUSSION 


Inasmuch as the glands were found to contain 
cancer we must give this man a grave prognosis. 
In the above-mentioned paper it was found that 
in one hundred eighty-seven cases of cancer of 
the lip and of the glands proved by microscopic 
examination only 27.7 per cent. were cured at 
the end of the three year period from the time 
of operation and that many had died. On the 
basis of their figures we should expect this man 
to die in less than two years from the time of 
operation. 


Lubarsch* mentions five possible combinations 
of cancer and tuberculosis. (1) Simple coinci- 
dence, the diseases having no apparent action 
the one on the other. This would seem to be the 
case here and also in a case recently operated on 
at this hospital in which a radical breast exci- 
sion was done. The breast on microscopic ex- 
amination showed adenocarcinoma. The axil- 
lary glands showed no cancer, but foci of tuber- 
culosis. (2) Metastatic carcinoma developing 
secondarily upon a recent or old tuberculous 
focus. (3) A tuberculous infection becoming 
engrafted on a cancer in full evolution. (4) A 


chronie progressive tuberculosis on which de- 


velops a cancer. I have had under observation 
recently a young girl with lupus of the face 
which was degenerating at the periphery into 
carcinoma. (5) The simultaneous development 
of both cancer and tuberculosis. 


Rokitansky** did not teach, as has been said, 
that tuberculosis and cancer are incompatible, 
but he said that an antagonism prevailed, Com- 
pare for instance the relative frequency of tu- 
berculosis and cancer in the lung, ovary, sali- 
vary gland, stomach, esophagus, rectum and 
ileum. It is interesting at this point to note that 
in 1917 there is a report of tuberculosis, cancer 
and syphilis coexisting in an esophagus, and in 
1923 the combination of tuberculosis and adeno- 
carcinoma of the Fallopian tube. Active tuber. 
culosis is more common before the age of forty- 
five, carcinoma after forty-five. 


Broderst was able to find only five positive 
cases in which tuberculosis and cancer of the 
stomach were combined. The two diseases seem 
to select different anatomic points of origin and 
sometimes meet at a remote point, such as the 
lymphatie glands. In the literature reviewed 
by Broders, in 1445 eases of carcinoma there 
was an association with tuberculosis in 16.3 per 
cent. In twenty cases studied at the Mayo Clinic . 
in which cancer was associated with tuberculosis 
three had carcinoma of the lip with tuberculosis 
of the neck, 


Observation of cases of tuberculosis of the 
cervical lymph nodes seen in the Non-pulmonary. 
Tuberculosis Clinic of this hospital and those 
which come to palliative or radical operation has 
led us to feel that the cases do not usually fall 
into a definite classification for the purposes of 
therapy. We cannot usually state that this 
case must have surgery, another X-ray, still an- 
other quartz lamp therapy, and a fourth tuber- 
culin. Other things being equal large glands in 
the anterior triangle, particularly in the upper 
portion, and especially if they are growing 
rather rapidly, will probably do best with surg!- 
cal excision. In all of our cases we are having the 
tonsils and teeth examined as a matter of rou 
tine, as possible foci of infection. The lungs are 
being examined by the Medical Department, and 

*Virch. Arch. f. path. Anat., 1888, Vol. III, p. 280. 


**Manual of Path. Anat., London, 1855, Vol. I, p. 313. 
¢Coll. Papers of the Mayo Clinic, 1918, p. 1087. 
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we get stereoscopic X-rays of the lungs to show 
particularly the apices. Also whenever the di- 
agnosis is in doubt we remove if possible a gland 
for pathologic examination. 

Next to surgery helio-therapy and treatment 
with the quartz lamp is probably most effective. 
At this hospital a 220 volt Hanovia quartz lamp 
is used. The treatment consists of a local focus 
for two minutes at a distance of twenty inches, 
combined with a general treatment on the chest 
and back each for two minutes at a distance of 
twenty-two inches. This treatment is given twice 
a week, and may be continued indefinitely, de- 
pending on the amount of improvement. It 
would be fair to give this form of therapy a trial 
for at least two months. The combination of he- 
lio-therapy plus the institution of suitable hygi- 
enic measures will sometimes work a remarkable 
change. During the past year I have had under 
my care a young girl with clinical evidence of 
tuberculosis of the glands in the supraclavicular 
area in the neck and with a draining sinus. She 
had also tubereulosis of the left kidney and of 
the dorsal spine. She was sent out into the 
country and lived almost wholly out doors on 
her back in a plaster shell. At the end of the six 
months she had no urinary symptoms, had 
gained forty pounds, the glands had disappeared, 
and the sinus had healed. Last week she had a 
spinal fusion done under ethylene and is now 
going back for three months’ more immobiliza- 
tion in a plaster shell. 

The doses of direct sunlight and the doses of 
quartz lamp must be carefully graded so as to 
prevent burning. By proper hygienic support 
I mean sufficient hours of sleep, sufficient fresh 
air, enough rest and a nourishing diet. 

We feel that judgment should be suspended as 
regards X-ray treatment, as we have not yet 
had enough cases under observation. In general 
it would seem that in cases which do not re- 
spond to quartz light or helio-therapy and to 
hygienic measures and in which the gland masses 
are diffuse or in rather close relation with im- 
portant structures and therefore not suitable for 
surgery, X-ray may be tried. We have had 
a few cases in which marked improvement has 
taken place under X-ray when all other methods 
failed. We are not however as enthusiastic as 
the workers in some other cities regarding this 
form of therapy. Our X-ray Department uses 
medium wave therapy; voltage 30 kilovolts, dis- 
tance target to skin 40 cm., milliampéres 6; the 
filter is aluminum 3 mm. plus celluloid 4 mm. 
They employ one-fourth erythema dose weekly 
for four weeks. 

The results from tubereulin are not striking. 
We are not so enthusiastic regarding its use as 
we have been in the past. We start with a dosage 
of 1/10,000 of a milligram and rapidly increase 
it at weekly intervals. In a few cases we have 
combined several forms of treatment. Two or 
three of the cases are getting X-ray, quartz lamp 
treatment and tuberculin. 


Softening of the gland is an indication for sur- 
gical drainage, usually made through a small in- 
cision and drained with a tiny rubber tube for a 
few days. 

Tuberculosis of the cervical lymph glands does 
not tend to show other clinical evidence of ac- 
tive tuberculosis. In a recent review of ninety- 
three cases of tuberculous cervical adenitis from 
the wards of the Massachusetts General there 
was only one case with active disease elsewhere 
in the body, and that in the lungs. 


DIAGNOSIS 


Cancer of the lip. , 
Cancer of the cervical lymph nodes. 
Tuberculosis of the cervical lymph nodes. 


CASE 11403 
SURGICAL Dz?PARTMENT 


A Scotch master mariner of thirty-three en- 
tered May 21 through the Emergency Ward 
complaining of epigastric pain. One brother 
died of rheumatic fever. His father had 
Bright’s disease. At seventeen he contracted 
malaria in Indja and had it for six years. At 
seventeen or eighteen he had his first exposure 
to venereal disease. Until he had his tonsils 
removed at twenty-three he had frequent at- 
tacks of tonsillitis, He had occasional sore 
throat. At twenty-six he was circumcised be- 
cause of venereal warts. He had four or five 
negative Wassermanns. For a year he had 
had slight blurring of the left eye. He drank 
moderately when in port, chiefly whiskey, and 
smoked twenty cigarettes a day. 

For the past three years he ‘had had belching 
of gas, heart-burn and ‘‘water brash’’ occur- 
ring two or three hours after meals, relieved by 
soda, vomiting and food. He had been entire- 
ly free from symptoms at times, especially with 
change of diet. There was no vomiting unless 
induced. The vomitus was always clear watery 
material. Three weeks before admission he 
suddenly felt weak and run down, thought he 
had malaria and took quinine. He noticed tar- 
ry stools. His bowels became excessively con- 
stipated. For eighteen days he had loss of 
appetite. For six days he had had steady. 
gnawing dull pain. In the past three weeks he 
had lost ten pounds, probably from not having 
eaten much. 

Upon examination he was well nourished. 
The throat was slightly red. There were rales 
at the bases of both lungs and slightly dimin- 
ished breath sounds. The location of the apex.im- 
pulse of the heart and that of the midclavicular 
line are not recorded. The left border of dull- 
ness was 10 cm. from midsternum, the right bor- 
der of dullness 3 em., the supracardiac dullness 
5 em.—some enlargement to the left. The aortic 
second sound was absent or practically absent. — 
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The pulmonic second sound was normal. The 
mitral first sound was preceded by a slight 
roll in the left interspace, not at the apex. A 
rather harsh systolic murmur was heard at the 
apex and a diastolic at the aortic area and the 
left sternal border. There was generalized 
glandular enlargement. There was tenderness 


coecytes once. The hemoglobin was 75 per 
cent., the leucocyte count 11,800, the polyuu- 
clears 73 per cent., the reds 4,128,000, with 
slight achromia. The platelets were mucl: in- 
ereased. A-blood Wassermann was negative, 
A lumbar puncture gave 12 c.c. of clear color. 
less fluid, initial pressure 150, after withdrawal 


CASE 11403. Shows the stomach low and somewhat atonic in type. There is a spastic filling defect in yt pyloric and 


increased 


prepyloric region, and a small area o 
about half 


region. There is retention of 


and slight spasm over the right rectus below the 
costal margin. The penis showed scars and 
pigmentation of the corona. The pupils were 
irregular and fixed. The reflexes otherwise 
were active. 

Before operation the chart was not remarka- 
bie. The urine was alkaline at one of two ex- 
aininations, the specific gravity 1.024 to 1.010, a 
very slight trace of albumin once, rare leu- 


density on the posterior wall just off the lesser curvature in 
the motor meal, also slight spastic irregularity of the first portion of the duodenun:. 


prepyloric 


of 12 c.c. 80, no cells, aleohol and ammoniur 
sulphate positive, Wassermann negative, total 
protein 38, goldsol 0000000000. The fasting 
contents of the stomach were 600 c¢.c. of coffe: 
ground material with a little solid materia. 
free HCl 70 c.c., total acid 90 ¢.c., guaiac sligh:- 
ly positive. Microscopic examination showe« 
questionable fat droplets. <A test meal gave 
350 c.c. of yellow material with a little undi- 
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— gested food, free HCl 50 ¢.c., total acid 65 c.e. 
X-ray showed the stomach low and somewhat 
atonie in type. Peristalsis was fairly regular. 
There was a spastic filling defect in the pyloric 
and prepyloric region, and a small area of in- 
creased density on the posterior wall just off} 
the lesser curvature in the prepyloric region. 
There was retention.of about half the motor 
meal, also slight spastic irregularity of the first 
portion of the duodenum. The lung fields were 
large and bright. The diaphragm was low, 
with limited respiratory motion. The heart 
shadow was of the drop type, unusually small. 
The cardiac dullness was not increased. The 
aorta was normal. The heart measurements 
are shown in.the diagram. 


¢ 
10. 


Cheet 26.6 


The patient twice vomited rather large 
amounts, six or eight ounces in the morning. 
The pain was always relieved for about two 
hours by hot milk. X-ray showed considerable 
retention. 

May 28 operation was done. The patient 
made a good operative recovery, with moderate 
discomfort, and did reasonably well until noon 
May 31, when he began to complain of upper 
abdominal pain. Examination showed no evi- 
-denee of distension or wound trouble. An 
enema and a stomach tube failed to give relief. 
In the afternoon marked localized tenderness 
developed in the right lower quadrant and the 
rectal temperature rose to 103°. 

June 1 a second operation was done. In the 
late afternoon he vomited four ounces, and the 
intake by mouth was reduced to sips. The 
pulse rose steadily and grew weaker, and the 
general condition grew worse. He had a good 
deal of abdominal pain. The lower wound 
drained freely. The respirations rose to 43, 
the pulse to 155, the temperature to 101. 6°. 
There were signs of high diaphragm on the 
right. The morning of June 4 he died. 


Discussion 
BY DR. EDWARD L. YOUNG, JR. 


There is nothing in the past history to help 
us out, with the present condition. His com- 
plaint of epigastric pain may be anything from 
acute emergency of a perforated ulcer to any 
one of numerous more obscure conditions which 
are not immediate emergencies, or it may even, 
so far as this tells us, be Bie aca outside the 
abdomen entirely. | | 


and away from cancer. 


When we come to the present illness, however, 
we get a more definite picture in our minds. 
The story points very directly toward organic 
disease of the pyloric region. The distress 
occurring at a regular time after meals and re- 
‘lieved by soda, by vomiting, and by food, to- 
gether with the intermittent character of the 
symptoms strongly suggests peptic ulcer. The 
lack of vomiting except when induced and the 
nature of the vomitus tell us that there is little 
pyloric obstruction at present. The note of 
sudden weakness and tarry stools points toward 
a hemorrhage. The fact that he did not vomit 
blood suggests, though it does not prove, that 
the ulcer is on the duodenal side of the pylorus. 
It seems to me very ‘difficult even to consider 
any other diagnosis in the face of evidence such 
as this, and the question is the decision of the 
possibility of help, whether by operation or 
medical treatment. 

The examination of the heart suggests that 
his attacks of tonsillitis had left him with a 
certain amount of endocarditis, but there is 


| nothing in the story to suggest any lack of com- 


pensation. 

The laboratory work shows no abnormality 
until we come to the story of the analysis of the 
gastric contents. This shows a certain amount 
of pyloric obstruction. The presence of hydro- 
chloriec acid, which is always encouraging al- 
though never: pathognomonic, points to ulcer 
The X-ray bears us 
out in our diagnosis of trouble, but puts it on 
the stomach side of the pylorus. It also sug- 
gests more pyloric obstruction than the story 
indicates. I think, however, that the question 
of spasm has to be considered; this retention © 
may be evidence of spastic obstruction rath- 
er than scar tissue obstruction. I think the 
irregularity of the first portion of the duode- 
num from the description can mean very little 
to us if the X-ray is definite in locating the 
main trouble in the stomach. 

The question of diagnosis seems to me to lie 
between ulcer and cancer. In favor of ulcer 
are the duration of the symptoms, his condi- 
tion of good nourishment, the fairly high hem- 
oglobin and the presence of hydrochloric acid. 
His age might be consistent with either ulcer or 
cancer. 3 

The treatment is it seems to me operation, 
because of the extent of the condition, the fact 
that it is on the gastric side of the pylorus, be- 
cause it has been inereasing according to the 
symptoms at least, and because from his econo- 
mic situation he could not afford to spend too 
much time on palliative treatment. The ex- 
act thing done at operation would depend upon 
what the condition seemed to be upon exami- 
nation. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 


Gastric ulcer. 
Cancer ?? 


(1) 
(2) 
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PRE-OPERATIVE DIAGNOSIS MAY 28 


Duodenal ulcer. 
OPERATION 

Gas-ether. A cicatricial mass was found in 
the region of the pylorus marking the site of 
an ulcer situated on the posterior wall of the 
stomach just above the pyloric ring. The ulcer 
admitted the tip of the middle finger easily 
and was attached posteriorly to the pancreas. 
The stomach was dilated. There was some 
pyloric obstruction. An antiperistaltic pos- 
terior gastroenterostomy was done. 


FurTHER DISCUSSION 

Operation bears out the diagnosis. The de- 
cision that the surgeon has to make is whether 
or not to do a resection or a side tracking oper- 
ation. He chose the latter. The patient on 
the chances should have done well; but on the 
third day he began to complain of pain which 
within a few hours apparently localized in a 
way that would suggest a definite infection, so 
that the next morning another operation was 
done. I assume it was for the drainage of a 
localized abscess. 

DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Loealized peritonitis. 
PRE-OPERATIVE DIAGNOSIS JUNE 1 
Acute appendicitis. 
OPERATION 

Novocain infiltration. The patient had de- 
veloped an acute abdomen with thickening on 
the right side, most marked over the appendix, 
suggesting complication of acute appendicitis 
or perforation of the gastric ulcer or sepsis in 
the field of the former operation. Under local 
noocain the abdomen was explored. Some free 
fluid was found in the lower right abdomen, 
but the appendix was not involved. The ap- 
pendix was removed, with drainage of the pel- 
vis. The fluid came from the duodenal region, 
which was evidently the seat of the inflamma- 
tion, whether due to perforation or sepsis was 
not determined. 


PATHOLOGICAL REPORT 
An appendix 8 em. long and negative. 


FuRTHER Discussion 

Apparently the appearance of the patient 
suggested. something entirely different to the 
surgeon who went in for an acute appendix, but 
the condition was.apparently sepsis either from 
the perforated uleer or from the operation. 
This presumably: spread, and I should assume 
that the patient died three days later of gen- 
eral peritonitis. . Whether or not the sepsis 
spread above the diaphragm I think impossi- 
ble to say from the story. 
CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) — 
Duodenal ulcer. | 


Peritonitis. 


Posterior gastroenterostomy. 
Subphrenic abscess? 
Appendectomy. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Peptic ulcer. 
General peritonitis. 


ANATOMICAL DIAGNOSIS 


1. Primary fatal lesion 
Uleer of the duodenum. 


2. Secondary or terminal lesions 

General peritonitis. 

Purulent pleuritis. 

Hemorrhagic edema of the lungs. 

Chronic endocarditis of the mitral and aortic 
valves. 

—. hypertrophy and dilatation of the 

eart. 


3. Historical landmarks 
Operation wounds. 


Ricwarpson: The head was not exam- 
ined. 

The abdomen was not distended. The wall 
was a little tense. : 

The peritoneal cavity contained a small 
amount of purulent fluid, and there was much 
purulent exudate between the liver and the dia- 
phragm. The peritoneum generally was coat- 
ed with exudate, and there was much exudate 
along and between the coils of the intestine. 

The stomach contained much _ brownish 
opaque fluid material and a gastroenterostomy 
was established by the posterior route. It was 
patent. 

Along the region of the lower margin of the 
pylorus there was a wide crevice-like loss of 
substance 4.5 cm. long by 1.5 em. in greatest 
width. The ulcer showed fairly smooth over- 
hanging margins with a greenish-gray-brown 
fairly smooth base. The base was intact and 
rested over the upper border of the head of the 
pancreas. The small intestine was distended 
and contained much brownish-red opaque semi- 
fluid material. There was some reddening of 
the mucosa of the ileum. The large intestine 
was negative. 

In each pleural cavity there was a small 
amount of purulent fluid, and the pleura gen- 
erally was coated with exudate. The trachea 
and bronchi contained much dirty reddish 
frothy fluid. 

The lungs showed hemorrhagic edema. 

The heart showed no definite enlargement, 
but the myocardium showed some thickening, 
best marked on the right. The cavities showed 
slight dilatation. The mitral valve showed 
considerable decrease of its circumference 
sociated with a moderate amount of chronic 
endocarditis. _ There was slight chronic en- 
docarditis of the aortic valve. . | 

The tissue of the spleen was rather soft. 
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SUITS FOR ALLEGED MALPRACTICE 


OnE of the problems confronting the Massa- 
chusetts Medical Society concerns the methods 
of dealing with suits for alleged malpractice. 
For many years physicians were relatively 
free from this form of attack upon their pro- 
fessional skill. Within the past generation con- 
ditions have changed radically. During the past 
seventeen years members of the Society have 
brought to the attention of the Secretary one 
hundred and seventy-one cases of threatened 
suits. Many of these were Denar taken to the 
cour have not been 
referred to the Society but oma handled by the 
indemnity insurance companies. 

Lawyers assert that physicians are not suf- 
‘ering in any undue proportion. Public service 
corporations, the owners of real estate, industrial 
-tublishments and municipalities are all suf- 
vers. The imerease in suits brought against 
phy sicians is due to a variety of causes. With 
7 ‘¢ growth in population and in the function of 


1 the old New England spirit of self reliance. 
<n lustrial organizations are now protected by 
‘2 creation of industrial accident boards. Some 
of our public service corporations have passed 
out of private hands and are less wealthy than 
‘ormerly. Tranportation companies have adopted 


our government there has been a gradual change |: 


many devices which safeguard passengers enter- 
ing and leaving cars. Prohibition and the priv- 
ileges of driving an automobile when intoxicated 
may have had an influence in keeping drunken 
persons off street cars. Thus those who have 
been busy with law suits in one field naturally 
turn to another to occupy their special talents. 


But more important than these external causes 
are those changes which have occurred in med- 
ical practice. The wide use of the x-ray in frac- 
tures has shown results which appear to the eye 
to be very bad though functionally perfect. The 
tremendous increase in the amount of surgery 
has led to dissatisfaction on the part of the 
patients who while recognizing that the admin- 
istration of medicines may prove ineffective, 
nevertheless always expect a surgical operation 
to produce a cure. The variety of mechanical 
procedures now necessary in the practice of in- 
ternal medicine is a recent affair. Thus the risks 
of accident and injury have been greatly multi- 
plied. The risk of law suits as a result of x-ray 
burns is extremely serious, 

The present situation is unfortunate from 
every point of view. No physician or surgeon 
ean do his best work if he must constantly con- 
sider the possibility of being charged with mal- 
practice. Insurance may protect the pocket 
book but it can never guard against tke anx- | 
iety, the loss of time, and the possible harm to 
reputation which are involved. In the long run 
the public must pay for these suits not only fi- 
nancially but in impaired professional services. 

The education of the public relating ‘o med- 
ical matters is one of the most important steps 
to be taken in meeting the situation. An under- 
standing of what medicine and surgery can and 
can not do, while it may not affect an aggrieved 
individual or his counsel will affect a jury. 

It must be granted that suits for malpractice 
may at times be justified. Physicians and sur- 
geons must recognize their own limitations and 
not undertake work for which their training has 
not fitted them. Consultations today are easily 
obtained and hospitals are numerous. 

Even with these two resources there will still 
be malpractice suits. Many seem to be solely for. 
blackmail. If physicians could unite with others 
in securing the provision that suits could not be 
entered without the establishment of reasonable 
ground at a preliminary hearing before properly 
constituted authorities, these would be largely 
eliminated. It is not unreasonable to suggest 
that some organizations functioning in civil 
suits comparable with the grand jury acting in 
criminal matters would be fair to all parties in 
interest. 

Many suits seem to originate from an un- 
guarded remark of a fellow practitioner, often 
misinterpreted by the patient. Carelessness is 
the common cause, maliciousness almost never. 
Doctors must think before they speak. 

There is also the giving of testimony by so- 
called experts, some of whom are not members 
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of any medical society. Even though these men 
are not subject to any control by the state so- 
cieties their activities and records may be readily 
card cataloged by the societies and be available 
for use in any case. 

Finally our societies must be alert to fight 
perjury. It is being committed frequently. One 
of the most heartening occurrences is the recent 
conviction for perjury in one of our courts in a 
rather spectacular case. 

A committee of the Massachuetts Medical So- 
ciety might well study and report upon the 
problems involved. We should never organize to 
have any selected group testify regularly in all 
cases. Such a course would be disastrous. But 
a careful and thorough survey of the present sit- 
uation is essential in order to correct recognized 
abuses. 


THE W. F. KOCH TREATMENT OF 
CANCER 


In the September issue of the New Orleans 
Medical and Surgical Journal Dr. Carroll W. 
Allen of New Orleans gives a full account of 
his association with Dr. W. F. Koch of Detroit, 
Michigan as presented before the Orleans Par- 
ish Medical Society. It seems from this re- 
port that cancer patients are going to Koch 
from many places and a case formerly under 
Dr. Allen’s care went to Koch and appeared to 
derive so much benefit that Dr. Allen visited 
Koch, observed his work, examined his patients 
and secured some of the material used- by 
Koch which he used in treating some of his own 
cases. 

Allen’s observations led him to say, ‘‘The 
most interesting and impressive thing was the 
cured cases; of these I saw a large number and 
questioned them most closely. There remained 
no doubt but that they had had cancer as they 
all gave a perfect clinical history. Some were 
primarily inoperable, many had been operated 


with recurrence, the majority had had the} 


usual routine of X-ray and radium. They all 
had been hopeless surgically and had come to 
. Dr. Koch as a last resort.’” He then goes on 
to explain his conception of his responsibility 
in these words, ‘‘My duty was apparent. I 
should take some steps to bring this matter to 
the attention of the profession and I felt that 
the best means of accomplishing this as well as 
for further proof for myself was first to treat 
a few of my hopeless cases here and properly 
check this work with the aid of the laboratory. 
This appeared to me to be the best plan of pro- 
cedure and I accordingly arranged with Dr. 
Koch to furnish me with as much of this for- 
mula as was needed.’’ : 

Allen then goes on to report eleven cases. 
Most of these cases were improved according 
to Allen, although these descriptions would 
hardly bear scientific analysis. 

_ The recital of his experiences led to the ex- 


‘the medical profession. 


pression of definite disapproval by his col. 
leagues and Dr. Allen subsequently submitted 
a signed declaration setting forth that he had 
severed all professional and business relations 
with Dr. Koch. The grounds taken by the 
critics of Dr. Allen’s behavior are that the rem- 
edy used by Koch is secret and therefore un- 
ethical and that Koch has vehemently arrayed 
himself against the medical profession as a 
body and the American Society for the Control 
of Cancer and has wrongfully quoted state. 
ments made by eminent practitioners. 

The behavior of Koch seems analogous to 
that of Abrams, for Koch is an educated person 
holding a bachelor’s, a master’s and a doctor’s 
dégree. Articles written by him appeared in 
several scientific journals from 1912 to 1917. 
and an editorial in the A. M. A. Journal of 
1913, Page 1049, referred at length to the work 
of Koch on the toxic bases in the urine of par- 
athyroidectomized dogs. Dr. Lewellys Bar- 
ker in a paper read in 1922- quotes from the 
work of Koch. 3 

Here we have a man in the person of Koch 
with considerable experience who succeeded in 
securing the attention of educated men but who 
for some reason has gone off at a tangent, is ex- 
ploiting a secret remedy and is antagonizing 


opinion is that he is mentally unbalanced. 


THE PSYCHOLOGY OF AN EDITOR IN 
THE MIDDLE WEST 


‘* ALL the progressive ideas do not originate in 
the region of Back Bay nor for that matter in 
any part of the effete East.’’ Thus writes the 
editor of the Journal of the Indiana State Med- 
ical Association. No one ever claimed that they 
did. However we are not ashamed of the record 
of achievements in medicine in New England. 


THIS WEEK’S ISSUE 


Contains papers written by the following 
named authors: 

BuackFaNn, KENNETH D., M.D., Albany Med- 
ical School, 1905; Formerly Professor of Pedia- 
tries, Cincinnati Medical School and Associate 
Professor of Pediatrics, Johns Hopkins Medical 
School. Now Professor of Pediatrics, Harvard 
Medical School. His subject is ‘‘Urenfia in 
Acute Glomerular Nephritis.’’ 


Prasopy, Francis W., A.B.; M.D., Harvard, 
1907; Professor of Medicine, Harvard Medical 
School; Visiting Physician, Boston City Hos- 
pital ; Director, Thorndike Memorial Laboratory, 
Boston City Hospital and Consulting Physician, 
Peter Bent Brigham Hospital. He writes the 
foreword to Miss Farmer’s article. 


Farmer, Gertrupe L., Executive Director of 
The Department of Social Work, Boston City 


‘Hospital, and 


Estasroox, ANNE L., Assistant to Miss Far- 


The most charitable — 
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mer, is a social case worker in The Department 
of Social Service, Boston City Hospital. They 
write under the title, ‘fA Study of 500 Admis- 
sons to the Fourth Medical Service, Boston City, 
Hospital.’’ 


The Massachusetts Medical Society. 


MEMBERSHIP CHANGES 


Dr. Max Bennett of Chelsea has opened an office at 
484 Commonwealth Avenue, Boston. 

Dr. William M. Bodwell, Framingham, has moved 
from 230 to 620 Union Avenue. 

Dr. William E. Buck has moved from Wilmington 
(Middlesex East) to Randolph (Norfolk South), 
where his address is 15 Union Street. 

Dr. Louis Caplan has moved from Boston (Suffolk) 
to Miami, Florida (Non-Resident List), where 
his address is 127 N. E. 1st Avenue. 

Dr. Leon E. Duval has moved from Worcester 
(Worcester) to Toledo, Ohio (Non-Resident List). 
His address is P. O. Drawer M. 

Dr. John V. Gallagher of Milford now has his office 
at 64 Main Street. 

Dr. Dorothy L. Green has moved from Worcester 
(Worcester) to Lansing, Michigan (Non-Resident 


List), where she is at the Bureau of Child Hy- 
giene in the Michigan Department of Health. 

Dr. William L. Krieger has moved from Boston (Suf- 
folk) to Dorchester (Norfolk), where he is at 
20 Frost Avenue. 

Dr. Albert S. Owen of Framingham now has his office 
at 60 Proctor Street. 

Dr. Carl A. R. Peterson has moved from Worcester 
(Worcester) to New York City (Non-Resident 
List), where he is at 25 West 76th Street. 


STATED MEETING OF THE COUNCIL 
A sTATED meeting of the Council will be held 
in John Ware Hall, Boston Medical Library, on 
Wednesday, October 7, 1925, at 12 o’clock, noon. 
Business: 
1. Report of Committee of Arrangements for 
Annual Meeting. 
2. Report of Committee on Publications and 
Scientific Papers. 
3. Report of Committee on Membership and 
4 


Finance. 
Reports of committees appointed to con- 
sider petitions for restoration to the priv- 
ileges of fellowship. 

5. Report of committee appointed to consider 
the Control of the Sections. 

6. Report of committee appointed to consider 
Nurse Anesthesia. 

7. Report on Malpractice Defence, from June, 
1918, to June, 1925. 

8. Appoint Auditing Committee. 

9. Appoint officers of the new Section of Phy- 
siotherapy. 

10. Appoint a sixth delegate and alternate to 
House of Delegates, American Medical As- 
sociation, for two years from June 1, 1925. 

11. Incidental Business. 

Watrter L. Burrace, 


Secretary. 
Brookline, September 30, 1925. 
By direction of the President a reprint of the Pro 


Councilor with the notice of the meeting. Councilors 
are urged to note errors or omissions. 

Councilors are reminded to sign one of the attend- 
‘ance books before the meeting. 


MISCELLANY 


‘ NEW HAMPSHIRE MORTALITY 
STATISTICS: 1924 

WasuHineTon, D. C., September 21, 1925.— 
The Department of Commerce announces that 
the 1924 death rate for New Hampshire was 
1,416 per 100,000 population as compared with 
1,507 in 1923. This decrease in 1924 is largely 
accounted for by decreases in the death rates 
from influenza (from 68 to 22 per 100,000 pop- 


per 100,000 population), pneumonia, all forms 
(from 122 to 100), tuberculosis, all forms 
(from 81 to 74), whooping cough (from 15 to 
10), and diabetes mellitus (from 28 to 23). 
Increases in 1924 appear in the death rates 
from eancer (from 123 to 136 per 100,000 pop- 
ulation), and nephritis (from 98 to 108) .— 
Department of Commerce, Washington. 


SOME UNPLEASANT DUTIES IMPOSED 
ON WOMEN 


THE contenders for women’s rights have very 
likely secured more responsibilities than most of 
them anticipated. We suspect that the ma- 
jority of women would prefer to be exempt from 
jury duty and some other unpleasant tasks re- 
quired of men. 

The English law requires women judges to 
witness the execution of criminals under some 
conditions. The feeling against this practice is 
so great that in order to relieve two women mag- 
istrates of this unpleasant duty sixty thousand 
persons have petitioned for a reprieve of the 
sentence of death imposed on John Keen. - 


DANGERS LURKING IN ALCOHOLIC 
BEVERAGES 

THE very general inclination to secure some 
combination of alcohol for beverage purposes 
ealls for the exercise of discretion. | Govern- 
ment reports indicate that more than ten per 
cent. of alcoholic liquors seized are adulterated 
with dangerous ingredients although the labels 
on the containers often seem to show manufac- 
ture by reputable concerns. The analysis of 
illegal liquor by the Massachusetts Department 
of Public Health reveals the presence of pois- 
ons in so-called good liquor. 

Herman C. Lythgoe, Director of the Food and 
Drug Division, reports that 9116 samples were 
submitted by police officials for the year ending 
August 31. The alcoholic content of all sam- 
ples ranged from a percentage of less than five 
up to ninety-three. Various disinfectants, 


kerosene and other poisons were found in some 
of the samples submitted. 


ceedings of the Council, June 9, 1925, will go to each 


Professor G. Ross Robertson, in a report to 
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Science, states that nearly ten per cent. of the 
illicit distilled liquor captured in Massachu- 
setts contains poisonous copper compounds 
created by the action of acetic and butyric 
acids found in impure mashes. Similar trou- 
ble has been reported from the corrosion of 
lead in the solder of apparatus used in dis- 
tilling liquors. Galvanized pipe also causes 
another form of poisoning. 

The difficulties experienced by those who do 
not believe in prohibition are increasing. We 
are informed that even the home production of 
beer or wine is illegal if the legal limit of alco- 
hal is exceeded so that even if the dangers of 
bootleg liquors are avoided the tentacles of the 


law may entangle the home producer. 


APPOINTED BY COOLIDGE TO DISEASE 
CONGRESS 


Francis D. Donoauuz, M.D., of Boston, Mass., 
who has been named by Pres. Coolidge to repre- 
sent the U. S. at the 4th Intl. Congress of Indus- 
trial Accidents and Diseases, to be held in Am- 
sterdam, Holland, starting September 7. Dr. 
Donoghue has sailed from Boston on the SS. 
Pres. Wilson. 


THE DAILY MORTALITY DUE TO FIRE 


F tre destroys the lives of forty people every 
day in America. The prevention of fire saves 
lives as well as property. More general in- 
formation relating to the causes and prevention 
of fire should be recognized as one feature of 
preventive medicine. 


-physician at Holy Cross College. 


RECENT DEATHS 


KELLEY—Dr. Evcene Roserr Kewey, Massachu- 
setts Commissioner of Public Health since 1918, died 
at ih. home in Dorchester, September 27, 1925, 
aged 42. 


VAUGHAN—Dkr. HENRY SHERIDAN VAUGHAN 

of Yarmouthville, Me., died at the Maine Genera! 
Hospital, Portland, Me., after an illness of six weeks, 
on September 22, 1925. He was born in New Portland 
59 years ago. 
. Dr. Vaughan had been superintendent of the East- 
ern Maine State Asylum in Bangor, and before 190i 
was physician at the Augusta State Asylum. He 
served as surgeon on a naval vessel during the World 
War, and later was inspecting surgeon for the Ship- 
ping Board in New York. 


HALLORAN — Dr. MICHAEL JosEPH HALLORAN of 
Worcester died at the Maine General Hospital, Port- 
land, Me., September 22, 1925, at the age of 71, from 
cerebral hemorrhage. 

Dr. Halloran was a native of Worcester, and was 
graduated from the Medical Department of the Uni- 
versity of Pennsylvania in 1880 with a thesis on 
“Alcohol and Mental Diseases.” He settled in 
Worcester the next year and joined the Massachusetts 
Medical Society; later he became a member of the 
American Medical Association. He had practised in 
Worcester until a few years ago when he retired in 
favor of his son, Dr. Edward J. Halloran, also a Fel- 
low of the State medical society. For some time he 
had made his headquarters at the Congress Square 
Hotel, Portland, and it was there that he was stricken. 

Dr. Halloran was a member of the original staff 
of St. Vincent Hospital and after resigning from the 
staff continued to act for the hospital as consulting 
physician. He was also for many years visiting 


In July, 1891, he married Ellen Gertrude McGilli- 
cuddy. He leaves, besides his son, one brother, 
Thomas, of Chicago. 


CORRESPONDENCE 


CHANGES IN THE PROGRAM OF THE ANNUAL 
MEETING OF THE AMERICAN ACADEMY 
OF PHYSIOTHERAPY 
Editor, Boston Medical and Surgical Journal: 

I am in receipt of notice from Professor Duane 
and from Sir William A. Lane that they will be 
unable to attend the meeting and therefore to read 
papers at the convention of the American Academy 
of Physiotherapy in Boston, October 15-17. 

Drs. E. G. Brackett and Frederick J. Cotton, How- 
ard A. Kelly of Baltimore and Joseph Riviere of Paris 
are to present papers. Dr. Joseph Riviere’s paper 
is on Ultraviolet Rays. 


Most cordially yours, 
Byron S. PRICE, 
Secretary. 


HEALTH INSURANCE 
September 23, 1925. 
Editor, Boston Medical and Surgical Journal: 

I have read with interest your editorial on “Health 
Insurance.” I made a study of this subject during 
1917 and 1918, and read a paper before the Maine 
Medical Society (Maine Medical Journal, September, 
1918). 

Conditions in Germany and England were at that 
time and are now entirely different from those in 
this country. It is said that the poor and the rich 
are well taken care of, and that the middle class 
cannot afford good medical treatment. This is no 
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doubt true of certain groups such as some people 
working in offices, schools, etc. Those working at 
the trades in this country, even laborers, are the best 
paid of any in the world. The middle class of people 
in this country are the ones that are buying the auto- 
mobiles. If you go to the shops and factories you 
will find the adjacent streets packed with automobiles 
belonging to the employees. These people can pay 
for medical treatment at the hands of general prac- 
titioners, and a few specialists. 

The people living in towns and smaller cities of 
the New England States are getting good treatment 
at reasonable fees, the fee for house calls being two 
or three dollars, and office calls one to two dollars. 
Many of these people cannot afford treatment that is 
given them by many of the specialists. These people 
cannot afford to be passed around from one specialist 
to another, trying to find out what is the matter with 
them, at the fees charged. 

Specialism in America has gone beyond all reason. 
It is indirectly responsible for the “cults” that we 
talk so much about. A large percentage of graduates 
of our medical colleges are taking up specialties at 
once, even without any general hospital training. 
Every man should have at least five years of general 
practice and it should be demanded by the medical 
profession. There are so many specialists in the 
large cities that it would be impossible to get doctors 
enough to treat patients under “Health Insurance.” 

As it is, today many thousands of patients who can 
pay for treatment are being taken care of for little 
or nothing at some of the large hospital out-patient 
departments, notably in Boston. A few years ago 
out-patient departments were open only two or three 
hours in the morning; now some of them are open 
from 9 in the morning until 6 at night, treating 
patients that can afford to go to their own doctors 
for tredtment. 

It may become necessary for the United States gov- 
ernment to establish medical colleges furnishing tui- 


tion and possibly living expenses, on the student. 


agreeing to spend a certain number of years in gen- 
eral practice. This is now done in some State nor- 
mal schools, where the State requires the teacher to 
teach a certain number of years in that State after 
graduating. 

To summarize: 

1. “Health Insurance” is not necessary in the 
United States, the workers being the best paid of 
any in the world. 

2. It would seem to be unconstitutional in the 
opinion of numerous attorneys with whom I have 
talked. The government has never attempted to reg- 
ulate the wages of workers, neither has it attempted 
to regulate the income of professions. No young man 
of good family would study medicine in order to 
practise under a regime which is repulsive to any 
real American. 

Sincerely yours, 
FRANK E. Rowe, M.D. 
- 61 Pleasant Street, Revere, Mass. 


A GLOOMY SHADOW 


September 17, 1925. 
Editor, Boston Medical and Surgical Journal: 


I have just sat down to think over a discussion 
that was‘held by several physicians, of your editorial 
entitled “Competitive Medicine.” I am a young 
physician and I read with some considerable degree 
of surprise that unless I can dispense “vaccinations 
and inoculations, periodic health examinations, and 
advice as to hygiene, diet, and maintenance of heaith,” 
Iam making a “grave mistake” and am not to expect 
“a practice which will be considered successful.” 

Those are words which, carrying the weight and 
significance of an editorial utterance, overcast the 
rosy, hopeful outlook that most of us young physi- 


cians carry in our mind’s eye, with a gloomy, omin- 
ous shadow. This shadow takes forms resembling 
some of those bugbear continental institutions that, 
at frequent intervals, have been painted so dark and 
depressing in the various correspondence from Lon- 
don, Berlin, and Vienna: Panel Systems, Kranken- 
kasse, etc. 

Suddenly comes the realization that, even worse 
than the shadow of a distant menace, is the presence 
right in our midst of kindred influences; you ac- 
knowledge it in your very next editorial, “Health 
Insurance,” which might very well be a continuation 
of your first. I turn back to page viii of the same 
issue and again read the letter from the Life Exten- 
sion Institute. I think I begin to see light; they 
protest their innocence about something or other, 
very vigorously. 

Then I remember that one of the physicians, in 
the discussion that just took place, made the state- 
ment that about six months ago a letter was sent 
to you, calling attention to this vital problem and 
presenting a ‘viewpoint which was a direct challenge 
to the promulgating interests of this and other simi- 
lar institutions. That letter was not published be- 
cause it was signed with a pseudonym. If it con- 
tains a bold attack on such a vital issue, it seems. 
to me that its writer is reasonable and prudent in 
remaining at present incognito. I feel that such a@ 
man would not hesitate to announce himself when 
he considered the time opportune. 

Is it too much for me to expect you to publish that 
letter and this request? 

Very sincerely, 
BERNARD APPEL. 
491 Commonwealth Avenue, Boston. 


EptrortaL Note:—Reputable journals do not pub- 
lish anonymous communications. If they did it would 
amount to endorsement of the positions taken by 
writers. 

We do not quite understand the attitude of the 
writer of the above letter. We cannot feel that he 
takes the position of one who does not wish to em- 
ploy vaccination and inoculations, conduct health 
examinations and give advice relating to the main- 
tenance of health. 

The outlook for the young general practitioner is 
not rosy unless he comes to recognize that the work 
of the physician is changing as compared with that 
of a generation or two ago. On the other hand, medi- 
cine is inspiring and its practice is most enjoyable, 
if one is equipped to meet the demands of the times. 

The recent graduate of any good school can succeed, 
we believe, if he has health, ambition, and devotes a 
reasonable amount of time to study. 


AN INTERESTING EXPANSION OF MEANING— 
LUXUS 
Mr. Editor: 


The following quotation is from “Semantics,” by 
Michel Bréal, London, Heinemann, 1900: 

“Among the old Romans all superfluous expense 
was a breach of custom, a departure from upright 
principles. Hence the word luxus, a word borrowed 
from the language of surgery. Cato, giving a receipt 
for sprains and fractures, said: “Ad luxum aut 
fracturam allia sanum fiet” (De re rustica, 160). 
The word, like so many medical terms, is perhaps of 
Greek origin, loxos, “crosswise,” loxoo, “to dislo- 
cate.” We have made luxation out of it. There were 
no doubt many kinds of disturbance comprised under 
this word. “Occultiores in luxus et malum atrium 
resoluutus,” says Tacitus, when speaking of Tiberius. 


Very truly yours, 
Wm. Pearce Coves, M.D. 
Prouts Neck, Me., 
September 19, 1925. 
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MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


DISEASES REPORTED FOR THE WEEK ENDING 
SEPTEMBER 12, 1925 


‘Anterior poliomyelitis 7 Pellagra 1 
Chickenpox 18 Pneumonia, lobar 27 
Diphtheria 657 Scarlet fever 47 
Dog-bite requiring Septic sore throat 1 

anti-rabic treat- Syphilis 38 

ment 4 Suppurative conjunc- 
Encephalitis lethar- tivitis 

ca 5 Tetanus 1 

Epidemic cerebrospi- Tuberculosis, pulmo- 

nal meningitis 4 nary 10 
German measles 3 Tuberculosis, other 
Gonorrhea 91 forms 9 
Influenza 1 Tuberculosis, hilum 2 
Measles 41 Typhoid fever 20 
Mumps 12 Whooping cough 147 
Ophthalmia neonato- 

rum 1 4 


DISEASES REPORTED FOR THE WEEK ENDING 
SEPTEMBER 19, 1925 


Anterior poliomyelitis Pneumonia, lobar 


Chickenpox Scarlet fever 4 
Diphtheria 88 Septic sore throat 2 
Dog-bite requiring Smallpox % 1 

anti-rabic treat- Syphilis 46 


ment 4 Suppurative corjunc- 
Encephalitis lethar- tivitis 22 

gica 2 Trachoma 1 
Epidemic cerebrospi- Tuberculosis, pulmo- 

nal meningitis 1 nary 110 
German measles 8 Tuberculosis, other 
Gonorrhea 141 orms 
Influenza 4 Tuberculosis, hilum 3 
Measles 73 Typhoid fever 1 
Mumps ‘ 10 Whooping cough 206 
Ophthalmia neonato- 

rum 30 


CONNECTICUT DEPARTMENT OF HEALTH 


MorBIDITY REPORT FOR THE WEEK ENDING 
SEPTEMBER 12, 1925 


Diphtheria . 9 Encephalitis epid. 1 
Last week 20 German measles 1 
Diphtheria bacilli Influenza 4 
carriers 4 Pneumonia, broncho 9 
Typhoid fever 10 Pneumonia, lobar 10 
Last week 5 Poliomyelitis 2 
Scarlet fever 20 Tuberculosis, pulmo- 
Last week 7 nary 
Measles § Tuberculosis, other 
Last week 4 forms ‘ 
Whooping cough 50 Gonorrhea 12 
Last week 43 Syphilis 17 
Chickenpox 2 
NEWS ITEMS 


SCHOLARSHIPS FOR GRADUATE STUDY — 
Scholarships on the Oliver-Rea Foundation for grad- 
uate study in medicine are available at the New York 
Post-Graduate Medical School and Hospital. Inqui- 
ries should be addressed to the Dean, 301 East Twen- 
tieth Street, New York City. 


DR. E. A. CODMAN has resigned as chairman of 
the Committee on Registry of Bone Sarcoma. 


THE CLINICAL CONGRESS OF THE AMERICAN 
COLLEGE OF SURGEONS will be held in Philadel- 
phia October 26 to 30. 


ALUMNI ASSOCIATION OF MIDDLESEX COL- 
LEGE WILL APPEAL FOR FUNDS—The Boston 
Post reports that the Alumni Association of Middle- 
sex College of Medicine and Surgery is planning a 


drive to secure funds for a new school building. 
The plans contemplate using the present building on 
Otis and Fourth Streets for the Middlesex Hospital. 
The school and hospital are both in the present 
building. 


REPORTS AND NOTICES OF 
MEETINGS 


ESSEX SOUTH DISTRICT MEDICAL 
SOCIETY 


NExT meeting will be held Wednesday, Oct. 7, 
at 8 p. m. at The Essex Sanatorium, Middleton, 
at 5 p.m. Clinic by members of the staff. 

7 p. m. Dinner, followed by an address by 
Edwin H. Place, M.D., Physician in Chief, of 
South Department, Boston City Hospital, who 
will. speak on ‘‘Serum Treatment of Scarlet 
Fever.’’ Rt. E. Stone, Secretary. 


PROGRAM OF MEETINGS OF THE MID.- 
DLESEX EAST DISTRICT SOCIETY 


October 21st, the 75th anniversary will be cel- 
ebrated by fitting ceremonies at the Winchester 
Country Club. 

November 11th, address by Dr. Channing 
Frothingham, ‘‘Treatment of Gastric Uleer’’ at 
the Harvard Club at 6.30 p. m. 

January 13th, address by Dr. Richard Ohler, 
‘*Metabolism,’’ Harvard Club at 6.30 p. m. 

February 10th, Harvard Club, subject and 
speaker unsettled. 

April 14th, address by Dr. William E. Ladd, 
subject to be announced later, Harvard Club at 
6.30 p. m. 3 

May, Annual meeting, Colonial Inn, No. Read- 
ing, subject and speaker to be announced. 


MEETING AT THE BRISTOL COUNTY 
TUBERCULOSIS HOSPITAL 


AT the annual clambake of the Bristol Coun. 
ty Tuberculosis Hospital on September 17 at 
Attleboro, there were gathered a large number 
of the physicians and health officers of the 
county, together with many laymen and wom- 
en interested in the work of the institution. 
The principal speaker of the afternoon was Dr. 
J. S. Stone, who outlined in a forceful and at- 
tractive manner the probable questions to be 
discussed by the state legislature the coming 
session. Three bills are likely to be seriously 
considered, the annually recurring matter of 
vaccination, the question of a standard of medi- 
cal practice and the standard of medical edu- 
cation. 

With reference to vaccination Dr. Stone re- 
ferred to various outbreaks of smallpox in dif- 
ferent states and cities, and noted that for Bos- 
ton the chamber of commerce is already in -the 
field with the suggestion of proper preventive 


methods. Being presented from the commer- 


cial point of view there is every probability 
that any outbreak of consequence will 
warded off. There will of course be the usual 
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contest by the anti-vaccinationists and their al- 
lies; this is to be expected. There is however 
a wider aspect which is likely to be considered 
this season, namely, the extension of vaccination 
requirements to the private schools. To secure 
this the support of medical men is very 
essential. 

In the matter of standards of preparation for 
medical work, or the profession of healing the 
sick for remuneration, Dr. Stone called atten- 
tion to the constant efforts of various groups of 
practitioners to secure some special concessions, 
one of the forms of effort being along the lines 
of special boards to examine and license prac- 
titioners who lack the M.D. The argument 
is unanswerable, that he who seeks to alleviate 
disease should have a knowledge of the human 
body in its anatomy and functionings. | 

Under such conditions the standards for ex- 
amination and registration should be definite, 
uniform and well established. There is con- 
stant effort on the part of those seeking to prac- 
tice the healing art to lower these standards. 
To such efforts the medical profession should 
present a sensible and effective opposition. 

In considering the standards of education Dr. 
- Stone referred to the recent developments with 
reference to ‘‘diploma milis’’ in a neighboring 
state, and noted that there exist in Massachu- 
setts institutions whose courses are not adapted 
to the graduation of men fitted to carry on prop- 
erly the responsibilities of the doctor. Massa- 
chusetts can not afford to have medical schools 
of low grade; and the legal requirements 
should be made to fit the needs of the situation. 

In all three of these matters, which are to 
come under consideration on Beacon Hill this 
winter, there should be active support by the 
medical profession towards proper and sensi- 
ble action. 

Mr. John I. Bryant of Fairhaven, chairman 
of the Bristol county commissioners, spoke 
quite at length on various phases of the admin- 
istration of an institution like the hospital, dis- 
cussing various topics from the administrative 
and popular standpoints. Hon. Charles 
Hagerty, judge in the fourth district, and 
Stanley P. Hall,, district attorney in the sec- 
ond district, discussed some of the legal fea- 
tures of medical work and administration and 
Mr. John Ritchie outlined the accomplishments 
of the summer health camps for children, main- 
tained in different parts of the state by the vol- 
untary health associations. He spoke particu- 
larly of the good work of the Bristol County 
Public Health Association, which in coépera- 
tion with the hospital, had established a health 
camp across the road from the hospital, and 
during the past season had cared for thirty-two 
girls and thirty-four boys for four weeks for 
each group, sending the children back to their 
homes with increased resistance to disease. 

This camp eared only for children of marked 
malnutrition who were contact cases. It was 


directed by the executive secretary of the so- 
ciety, Miss Daisy N. Hanscom, R. N., and ad- 
mitted children from practically all the cities 
and towns in the county. 

The clambake was under the management of 
Dr. Adam §. McKnight, superintendent of the 
hospital, and about one hundred were in at- 
tendance. 


SPRINGFIELD ACADEMY OF MEDICINE 


At the meeting held Sept. 15, 1925, Dr. F. J. 
Cotton read papers on Fractures of the Hip. 

The officers elected at the last annual meeting 
were: President, Richard S. Benner; First Vice- 
President, Chas. F. Lynch; Second Vice-Presi- 
dent, Hervey L. Smith; Secretary, James A. Sea- 
man, 150 Buckingham St.; Treasurer, Ira N. 
Kilburn. 

The Academy is planning on a course of lec- 
tures to be given during the winter by outside 
men aside from the regular monthly meeting of 
the Academy. The Academy is also planning 
to enter its new: quarters on or about December 
or January Ist which is in the new professional 
building which is now nearing completion. The 
new building will accommodate about thirty doc- 
tors, most of them specialists. The Academy of 
Medicine is owned by a private concern but the 
oceupaney by any doctors is going to be sub- 
ject to the approval of the Academy. The 
Academy’s new quarters will be large and spa- 


‘cious and well appointed and a considerable im- 


provement over its former headquarters. 

At the present time the Academy’s member- 
ship is over three hundred, seventy new mem- 
bers having been taken in last May. The 
meetings are all enthusiastic ones and very 
well attended. 


JOINT MEETING OF THE FOUR 
WESTERN DISTRICT SOCIETIES 


ON invitation of the Board of Trustees the 
Members of the four Western Districts, namely. 


C.| Berkshire, Franklin, Hampden and Hampshire 


held a joint meeting at the Belchertown State 
ee Belchertown, Mass., on Tuesday, Septem- 
ber 15. 

Righty Fellows sat down to an excellent din- 
ner at one thirty P. M. At the close of the din- 
ner Dr. W. C. Leary, President of Hampden 
District, called the meeting to order and spoke 
briefly thanking the Trustees for the cordial in- 
vitation they had given. He then introduced 
Dr. James Stone of Boston, President of. the 
State Society, who urged the Fellows to keep 
in closer touch with the medical bills before the 
Legislature that they might discuss them more 
intelligently with the members of the General 
Court. 

Dr. John M. Birnie of Springfield, Chairman 
of the Board of Registration in Medicine, spoke 
on what his Board is trying to do to make a 
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higher standard for medicine. On motion of Dr. 
Birnie it was voted to extend an invitation to the 
State Society to hold its next annual meeting in 
Springfield. 

Dr. T. S. Bacon of Springfield, a Trustee of 
the School spoke on the work of the school and 
introduced other Trustees and heads of Depart- 
ments that were present. 

Dr. George E. McPherson, Supt. of the School, 
told of the work that was being done and what 
was proposed to do in the future. At the close 
of his remarks the Fellows present were divided 
into six groups and a tour of inspection of the 
institution begun. 

So much interest was shown in the buildings 
and the work being done that the ‘‘Sports’’ pro- 
gramme was not carried out except in a very 
limited way. The meeting broke up at 5:45. 

Unfortunately Berkshire District was having 
a meeting of their own at Pittsfield at the same 
time but never the less all Districts were repre- 
sented. 

This meeting in no sense takes the place of 
the regular Fall meeting of the four Western 
Districts which will be held at Springfield some- 
time in October. The programme for this meet- 
ing will be announced shortly. 


SOCIETY MEETINGS 
District MepicaL 


Essex North District Medical Society 
Wednesday, January 6, 1926—The semi-annual meeting at 
Haverhill. 
Wednesday, May 5, 1926—The annual meeting at Lawrence. 
Npw ENGLAND STATE MEDICAL SOCIETIES 
The annual meetings of the New England State Medical Soci- 
eties are scheduled as follows: 
Vermont State Medical Society—St. Johnsbury, Oct. 15-16, 1925. 


Notices of meetings must reach the JourNnat office on the 
Friday preceding the date of issue ‘n which they are to appear. 


BOOK REVIEWS 


Methods in Surgery. By Guover H. CopuHer, 
M.D. The C. V. Mosby Company.  &t. 
Louis. 1925. $3.00. 


The methods outlined in this book are those 
used in the surgical divisions of Barnes Hos- 
pital, St. Louis Children’s Hospital, and the 
Washington University Dispensary. Outlines 
for case history-taking are included as well as 
directions for the preoperative and postopera- 
tive care of patient, diagnostic and therapeutic 
routine procedures, and specimen diets. While 
intended primarily for.. the.. guidance of the 
house officers and medical students of these in- 
stitutions, the volume will be almost equally 
valuable to other hospitals and clinies. 


American Illustrated Medical Dictionary 
(Dorland). New (13th) Edition, Revised 
and Enlarged. A new and complete Dic- 
tionary of terms used in Medicine, Surgery 
Dentistry, Pharmacy Chemistry, Veterinary 


Science, Nursing, Biology, and _ kindred 
branches; with the Pronunciation, Deriva- 
tion, and Definition. Thirteenth Edition, 
Revised and Enlarged. Edited by W. A. 
Newman Dorland, M.D. Large octavo of 
1344 pages with 338 illustrations, 141 in col- 
ors. Containing over 2500° new words. 
Philadelphia and London: W. B. Saunders 
Company, 1925. Flexible Binding, $7.00 net; 
thumb index, $7.50 net. | 


This new edition of Dorland’s Medical Dic- 
tionary does not fall below the standard set by 
preceding editions. The type is clear, the il- 
illustrations, many of which are in colors, are 
well selected and of real value. An extensive 
posologie and therapeutic table is placed at the 
end of the book.’ Special care has been given 
to the terminology of dentistry. 


‘Clinical Features of Heart Disease.’’ By 
LrEoy CRUMMER. Paul B. Hoeber, Inc., New 
York City. 


Prof. Leroy Crummer’s book discusses the 
ordinary clinical problems that come up in the 
diagnosis, prognosis and treatment of heart 
disease. It is written in a very clear and em- 
phatiec style and its brevity will be fully appre- 
ciated by the busy practitioner. It is not an 
exhaustive treatise and therefore many of the 
uncommon phenomena that occur in ecardio- 
vascular patients are necessarily omitted. It 
does, however, express a very sound point of 
view on most of the important points that have 
practical application. It is also remarkable 
that so much essential discussion concerning 
every day cardiac problems can be found in 
such a small volume. : 

There are certain points to which many may 
take exceptions. Uterine fibromyomata are 
considered as a primary cause of heart muscle 
disease. The evidence for this is very ques- 
tionable. Likewise the value of cacodylate of 
soda in acute pericarditis is very doubtful. Dr. 
Crummer doubts that rheumatic fever is a com- 
mon cause of aortic insufficiency. There are 
many who have that misconception but clini- 
cians who have studied heart disease in the 
northeastern states where rheumatic fever is 
prevalent meet rheumatic aortic insufficiency 
very frequently. Possibly more might have 
been said about changes in the retinal arteries 
as an aid in appraising the element of hyper- 
tension in cardio-vascular renal disease. One 
also should accept with caution the advice that 
quinidine sulphate should be given to all com- 
pensated cases of auricular fibrillation. The 
point of view that digitalis is useless in post op- 
erative, shock is sound and in general reflects 
the reasonable attitude taken in most of the 
questions discussed. The volume is delightful 
reading and should be of value to the general 
physician. 
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